MENTAL HYGIENE IN A 
HEALTH UNIT* 


H. SIEMENS, M.Sc., M.D., Dr.P.H., 
Edmonton 


No croup is more clearly aware than you are of 
the dimensions of the task of taking care of the 
mentally ill, let alone provide therapy. You know 
better than I the enormity of the task of provid- 
ing guidance clinic facilities for even the cities 
of this country. We all know how unlikely it is 
that sufficient trained staff, as we are used to 
thinking of it, will ever be available. 

It becomes then necessary to consider what we 
can do. Our ideals not being attainable we 
should probably resign ourselves to approaching 
them through whatever means we can utilize. 
My story indicates the beginnings of such an 
attempt. 

Ever since they were first organized in 1931, 
Health Units in Alberta have devoted consider- 
able effort to the supervision of the health of 
school children. While medical officers and 
nurses recognized the usual physical defects and 
handicaps common in a school population, all of 
us were frequently confronted with problems 
which were obviously a result of a variety of 
conditions and circumstances requiring for their 
solution or alleviation disciplines and training 
foreign to the preparation given by schools of 
medicine and nursing of the day. It might be a 
child soiling himself, slow to learn and unable 
to get along with other children. It might be a 
child obviously anzmic, underweight, over- 
active, and in constant need of praise and ap- 
proval to keep him happy. The disappointment, 
frequently evident, that teachers displayed over 
our bafllement and dearth of constructive sug- 
gestions with regard to these situations, which 
after all were of far greater concern to them 
than the odd hernia, carious tooth or impetigo 
we found, did little to augment our self-respect 
and feeling of competence so dear to us. 

If you find it difficult to believe that such cases 
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should be puzzling to a health officer I would 
remind you that the members of this Section 
possess special skill in their recognition and in 
how to deal with them. Again it is only in times 
within our memory that psychiatrists in numbers 
became active outside mental hospitals and con- 
cerned themselves to a noticeable extent with 
behaviour disorders. I believe that recent gradu- 
ates in medicine and nursing are better equipped 
than we were in this important field. 

While we were aware that the larger problem 
with respect to instances of the type mentioned 
lay within the home, the school and the com- 
munity, we also recognized the magnitude of 
the problem of providing adequate services to 
deal with them. Standard guidance clinic 
facilities looked very attractive but were 
certainly too costly to be financed through local 
taxation. Little was therefore done for some 
years except to make what use we could of the 
periodic provincial guidance clinic visits. While 
these were invaluable they did not begin to meet 
the needs. It wasn’t until 1945 that our Health 
Unit reached the decision to attempt to provide, 
as an immediate objective for the schools in our 
territory, some facility to help the teachers try 
to reduce the incidence of such problems and to 
look after the ones at hand. This decision was 
taken not because we felt that the schools were 
the logical starting point for such efforts but 
from the practical consideration that teachers 
recognized the problems, were concerned over 
them, cared for large numbers of accessible chil- 
dren and above all provided a major community 
strength that could be enlisted to give active and 
continuing assistance: The last being a condition 
not always met even today with respect to guid- 
ance clinic services. 

Certain difficulties are inherent in organizing 
such a facility in a Health Unit: 


1. Public Health service is of necessity usually based 
on mass techniques that will offer assistance to all the 
residents, or to special groups within —< categories, 
without discrimination; in other words groups with 
common needs. This consideration becomes specially im- 
portant when the cost is to be borne many or wholly by 
the local population. 
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2. For a single agency to employ professional staff of 
divergent background, training, interests and duties is 
not a simple undertaking, particularly where team-work 
is required. One sees dithculties in this respect even 
where general and specialized nursing services are 
offered in the same agency. Where specialization in staff 
is necessary it becomes most important to pay special 
heed to the compatibility of staff members. 


It was therefore with some trepidation that we 
embarked on a program to meet our immediate 
objective with respect to the school population 
as stated. It seemed important that the person 
chosen for this job be one with the necessary 
academic and personality qualifications, teaching 
experience, and fully accepted by the teachers as 
well as by the health unit staff. Such a person 
was found and, with outside help, provided with 
a bursary to train for a year in clinical psy- 
chology. On his return in 1946 he joined the 
health unit staff. A small directorate was set up 
tor the first year to get the program under way. 
This directorate agreed that the duties of the 
psychologist should be primarily: 

1. To help to reinforce and protect the mental health 
of those school children not mentally ill. 

2. To consult with teachers about children constituting 
problems and together with them explore the means by 
which relief for the individual child might be achieved. 

3. To bring to the attention of the provincial guidance 
clinic children requiring more able assistance; to inter- 
pret clinic advice to the teachers to whom these children 


returned; to periodically review progress with them and 
where necessary return such children to the clinic. 


As a matter of policy intelligence testing by 
the psychologist was not started for fear of be- 
coming bogged down through demand for this 
service. 

In pursuance of this program the psychologist 
visits all schools in the health unit one or more 
times every year. He gives a talk in each class 
room with free participation and discussion by 
members of the class. The subjects discussed and 
the manner of presentation vary of course from 
grade to grade but include such topics as: learn- 
ing to share. Getting along with others. Helping 
a six year old to overcome a tendency to “steal”. 
Satisfying our emotional needs. Qualities we like 
in others. Controlling our feeling of anger. 
Jealousy. Hostility. Aggression. | 

In spite of reassurance and discussions with 
them when the program was first started, the 
teachers as a group were somewhat leery of the 
venture. They reacted to the visits of the psy- 
chologist as one would think they might to visits 
from the superintendent of schools. To help 
overcome this attitude and to secure their active 
assistance and participation we conducted, with 
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outside help, for two summers a course in con- 
structive medicine, bearing University credits 
and restricted to teachers from our health unit. 
About half the time was devoted to mental 
hygiene, the other to general public health. It 
reviewed the range of normal development and 
behaviour and attempted to clarify the place of 
mental hygiene in public health and school work 
as we saw it. It reviewed the circumstances and 
events which often lead to problem behaviour 
and measures that have been found useful in 
dealing with such behaviour, as well as measures 
which might prevent it. These teachers have 
come to be of great assistance to us and have 
helped much to bring about a general accept- 
ance of the program by the teachers. 


The psychologist serves as a consultant who 
reviews with the individual teacher the diffi- 
culties that arise and the numerous ways in 
which they may be handled. He does not advise 
her. The teacher’s own attitudes and feelings are 
often discussed but she chooses the method she 
thinks is most likely to succeed in her hands. 
It is sometimes necessary to temper enthusiasm, 
to support failure, to point out progress in ap- 
parent failure. We stress constantly the fact that 
the psychologist himself can do little to influence 
mental hygiene in the school directly. What 
desirable results accrue from his activities result 
from the active, continuous, intelligent participa- 
tion and support of the teachers constantly in 
touch with the children and the community. 

Opportunity is provided at the time of school 
visits for students to speak privately of their 
personal problems to the psychologist. Many 
students take advantage of this opportunity. 

A number of our teachers have conducted a 
series of mental hygiene study group meetings 
with parents, helping much to gain a closer 
mutual understading of the questions involved, 
their origin, and what can be done about them. 
Some of the teachers undertook to visit methodi- 
cally the homes of all their pupils. They see 
much value in such visits in that they lead to a 
better appreciation of behaviour in the light of 
knowledge of home conditions. The premise that 
our hope lies in the strengths within the home, 
the school and the community was bolstered 
through these measures and increased support 
for the program. 

It must be said to the credit of the psychologist 
that skepticism concerning the program has _ 
largely disappeared and probably also some 
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wild hopes for magical conversions. A whole- 
some conception of the possibilities and limita- 
tions of the program is emerging. The psycholo- 
gist is fully accepted as an individual who has 
himself taught for years, experienced the run of 
difficulties of a teacher and is concerned with 
providing assistance, not with placing blame, 
criticizing methods or relationships. 

A major factor responsible for the acceptance 
of this service is undoubtedly the fact that we 
operate without authority from educational 
bodies and only with the consent and _per- 
mission of the individual teacher. We have no 
special rights nor privileges in the schools. The 
psychologist has had to earn his acceptance from 
the teachers and we feel that this very circum- 
stance has made that acceptance all the more 
complete and relationships more easy. His 
attitude that the teachers do what mental 
hygiene teaching is done; that it is they who 
decide how a problem is to be handled; that he 
is merely a person who helps them consider the 
various viewpoints and means of dealing with 
the difficulty: this attitude honours the teacher 
as an individual, her ability, and her place in 
the school and in the community. It increases 
her competence through experience and en- 
hances rather than detracts from her status. 

The. satisfaction and pride the individual 
teacher takes in overcoming her own special 
difficulties are a great encouragement and in- 
crease her faith in the soundness of the program. 
The success she has in helping a child to over- 
come a stutter, in overcoming excessive de- 
pendency symptoms, in becoming more tolerant 
of authority, all do much to support her interest 
in positive mental health teaching. It is not un- 
common now for a teacher who has a candidate 
for the guidance clinic to ask for a deferment 
so she may try to find the solution herself. To 
us this represents much progress. 

The psychologist devotes some time to meet- 
ings of home and school associations and other 
community groups. 


With the commencement of the school service 
outlined a general staff training program in 
mental hygiene was developed. As the training 
continued it came to pervade progressively the 
various services offered by the health unit. The 
extent to which mental hygiene principles are 
applicable to them all has been a constant 
source of satisfaction to us for we feel that they 
have been enriched through this application 
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without exception. It has resulted in increased 
emphasis on the educational aspects of health 
unit services with increased participation by the 
general public in determining programs and a 
fuller understanding of their content and aims. 

Above all others our infant welfare program 
offers a favourable setting for what we consider 
preventive or positive mental health work. Every 
infant is visited routinely by the nursing staff 
by the age of about one month. At this time is 
prepared a family roster listing the birth dates, 
marital status, religion, occupation and past 
health record of every member of the family. 
It includes information on the adequacy of 
housing and income, on transportation facilities 
present, the water supply, the attitude of the 
family to the service. In the course of preparing 
this record there is usually secured a fairly good 
idea as to the problems concerning the family 
and the atmosphere obtaining in the home. The 
infant is then given a physical inspection, note is 
made of any defects present and corrective 
measures discussed as necessary. 


We have become impressed with the need to 
emphasize the close relationship between the 
physical health and well-being of the infant and 
his behaviour as well as that of the rest of the 
family. It has increased our concern over the 
suitability of feeding formulas, sleeping accom- 
modation, rest periods, clothing, etc. Where 
these various items can be arranged to the evi- 
dent comfort and liking of the infant much need 
for uncertainty and anxiety is removed. Thus the 
nurse is interested in the baby’s formula and 
feeding time not only from the point of view of 
suitability for physical growth and adequate 
nutrition but also with regard to optimum com- 
fort and complaint prevention. Immunization 
schedules are discussed not purely from the 
angle of disease prevention but to be observed 
with a view to disturbing as little as possible the 
wholesome and comfortable development of the 
child. Habit training is discussed not so much 
with concern for the formation of set patterns 
and standards of behaviour as from the point of 
view of guidance in conformity with neuro- 
muscular maturation, developmental progress 
and readiness of the child. 


The nurses avoid where possible specific direc- 
tion and advice. They encourage the considera- 
tion of each problem from the viewpoint of 
whether it may be regarded as coming within the 
range of normal behaviour or not. The mother 
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is encouraged to regard behaviour as a language 
of the infant which she can interpret provided 
she observes carefully. Even though interpreta- 
tion may be faulty this attitude recognizes the 
individuality of the infant and honours the re- 
sponsibility of the mother. Such anticipatory 
guidance helps to allay anxiety and tension in 
many mothers. It encourages a certain amount of 
experimentation and observation which often 
serve to decrease excessive dependency on the 
physician. 

The nursing staff does some group educational 
work in the form of talks to women’s groups, 
home and school associations, etc. One effort that 
looks encouraging involved meetings with a 
group of mothers of pre-school-aged children. 
Each mother would relate behaviour in her 
children that seemed unacceptable or trouble- 
some to her. Instead of receiving advice, explana- 
tions ‘or suggestions that might supply the 
answer to the problem the mothers would be 
asked to discuss the questions between them- 
selves and try to find their own answers. Most 
heartening to us was the fact that almost always 
the majority opinion of the group would be 
reasonable and the methods suggested by them 
as a solution made good sense. Much was gained 
by comparing the “nasty” things children do and 
finding that they are more generally present in 
children than had been realized, and that some 
mothers accepted them as normal behaviour 
while others thought them reprehensible. The 
experience was most valuable to us in that it 
showed what great strengths there are in the 
community itself that can be used in a way that 
avoids direct teaching by someone of supposedly 
superior knowledge. Such work is pleasing to us 
because it disperses so much of the hopelessness 
felt so often by the worker and emphasizes more 
the great wealth of self-help available in the 
average community. It makes us wonder if we 
should ever have frowned quite so frankly on 
back fence consultations in the past. 

Probably one of the most difficult positions on 
a health unit staff from the point of view of 
public relations is that of the sanitary inspector. 
The very term “Inspector” is enough to antagon- 
ize many of those subject to his supervisory 
functions. He is obliged to be critical of the 
manner in which for instance a_ restaurant 
operator operates. It involves so often the prob- 
lem of bringing out the points that are com- 
mendable without leaving the impression that 
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there is little room for improvement; that there 
is much that needs to be remedied without ap- 
pearing unreasonable. It involves the problem 
of securing voluntary agreement to effect im- 
provements that are costly because the operator 
himself recognizes the need and advantages. The 
inspector is armed with more legal authority to 
use compulsion than anyone else on the staff. 
It requires a real appreciation of the other 
person’s view point to refrain from using this 
authority and securing the improvements needed 
because of mutual respect rather than from fear 
of the use of force. We take pride in the fact 
that prosecutions in our unit have decreased in 
number while the standards of sanitation have 
improved. 

Like the orange-sorter the health officer is 
full of decisions, many of them just as important 
as those of the orange-sorter. However, regard- 
less of their importance it is of some conse- 
quence that they should be fair or regarded so 
by those whom they affect. The use of authority 
without being authoritarian is not simple. It im- 
plies a degree of emotional maturity which we 
all hope we have but few of us are sure we have 
it. It appears to me that in this area particularly 
staff conferences and training efforts in mental 
hygiene are most useful. Frank discussion of 
difficulties encountered in our daily work may 
not only supply needed answers but remind us 
that we are not alone. Reviews of special com- 
munity problems bring forth a variety of 
opinions which keep us more humble in our 
judgments and actions. These activities help each 
one of us to achieve a greater degree of 
maturity which is useful to us in dealing with the 
problems of our selves and others. Our psycholo- 
gist has taken a very active part in this program 
and contributed much. 

Numerous cases in which there is some ques- 
tion of organic disease being present are referred 
to the health officer. A day and a half is spent at 
this work weekly. One is constantly impressed 
with the frequency with which family relation- 
ships and worries enter into the picture of what 
seem to be organic disease syndromes., The 
readiness with which the majority of patients 
discuss these problems might well induce some 
self-criticism on our part for not providing op- 
portunities along these lines more generously. 
While we are often not able to give the necessary 
help, even in such instances the patient is usually _ 
appreciative of the chance to tell her story. 
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Other patients do receive effective help and re- 
turn as they feel the need to do so. We are con- 
cerned about the fact that the disappearance of 
a symptom does not mean that adequate help 
has been given. The question of course arises, 
does any patient ever get adequate help? 

Apart from that of the psychologist in his 
school work none of our services are identified 
as having a mental health function. They are 
generalized services designed as far as we can 
to meet the needs of our people. It is more the 
attitude or the way in which the services are 
given that supplies the mental hygiene content 
in our general public health program. We be- 
lieve that the nursing staff in its infant welfare 
program gives a particularly valuable service 
through anticipatory guidance. The advantage 
of such guidance has been likened to the ad- 
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vantage of knowing that a door is about to be 
banged shut by a draft. If you face the door it 
won't surprise you, if you didn’t see it start to 
swing you will likely jump with the bang 
(Lemkau). 

Our program must appear childishly simple 
and inadequate to many. It represents first of all 
our own limitations in the mastery of this tool 
and secondly, whether rightly or wrongly, our 
judgment as to how ready our people are to 
accept it. It seems important to ensure that in 
so far as these principles are taught they must 
make sense, find acceptance and not appear 
ridiculous. If we are able to retain the regard 
and support presently accorded this program 
and refrain from crowding the future too much, 
we may hope to grow in stature with our people 
in time. 





THE GENERAL PRACTITIONER 
AND EMOTIONAL 
DISTURBANCES 


M. LATTEY, M.D., Vernon, B.C. 


THERE IS NO DousT that the cases least well 
handled in present day practice are the psycho- 
somatic disorders and the minor emotional dis- 
turbances, and this in spite of the fact that some 
30% of a general practitioner's work is in this 
category. Although the treatment of these pa- 
tients is time-consuming, I do not think that this 
is the reason for this neglect, because a consci- 
entious and interested doctor will always find 
time to help his patients if he knows how. Much 
of our irritation and difficulty stems from the 
fact that we do not know how. We have never 
been given a clear picture of the human mind 
in terms which we can understand, and we can- 
not successfully treat an organ unless we know 
its. function and how it works in health and 
disease. 

This article is an attempt to present such a 
picture, not in the abstruse or difficult termin- 
ology of the psychoanalyst, but in plain language 
that any doctor and his intelligent patients can 
readily follow. 

The human brain is a machine for solving 
problems. These problems fall naturally into two 
classes; internal, that is such problems as adjust- 
ment of temperature, blood flow, etc. and ex- 
ternal, in which behaviour is controlled to meet 
situations in the external world. 


Obviously, these two types of problem are 
interdependent, as many types of behaviour 
require adjustments in the internal environment 
to make such behaviour possible, and the con- 
verse is equally true. This is the reason why 
behaviour disturbances can cause bodily dis- 
eases. Long-continued emotional disturbances 
make impossible demands on the machinery for 
internal adjustment, so that this machinery 
breaks down. | 

Certain problems are inherent in the condi- 
tions under which man can exist as a race, and 
these are the problems of survival, reproduction, 
and co-operation with other people. Unless these 
problems are being solved reasonably well the 
individual cannot feel secure and happy, and in 
time emotional disorders will result from these 
inadequate solutions. There is always inadequate 
solution of problems in these groups in any 
severe emotional disorder. 

The machinery by which the brain solves all 
its external problems is based primarily on the 
conditioned reflex, which was first discovered 
and investigated by Pavlov in his experiments on 
dogs. In man the situation is highly complicated 
by the tremendous number of conditioned re- 
flexes which the human brain can acquire and by 
the speed with which it acquires them, so that 
reflexes get grouped together to form behaviour 
patterns. The real unit of human activity is not 
the conditioned reflex but the behaviour patterns 
which follow the same laws as the reflex. This 
can be expressed in everyday language by saying 
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that behaviour patterns are the result of inter- 
action between a person’s inherent drives and his 
experiences. 

Now all efficient problem-solving machines 
have built into them a mechanism for the detec- 
tion and correction of errors, and the human 
brain is no exception to this. An error-correction 
mechanism is rendered particularly necessary by 
the vast complexity and number of different 
patterns that the brain can acquire, and by the 
great variety of circumstances that the human 
being is required to meet. Behaviour that 
answers well when it was first learned may be 
quite inappropriate after a change in conditions. 
It must be possible to wipe the slate clean and 
start afresh. I shall call the human error correc- 
tion device the adaptation mechanism. 

The first stage in the action of this mechanism 
is an appreciation that the expected results are 
not being attained. Next comes the stage of 
thinking. The solution of problems by thinking 
is really a very remarkable process, for in doing 
this we are really trying out various possible be- 
haviour patterns and estimating their result in 
the light of our past experiences, without 
actually putting any of these patterns into effect. 
When we find a behaviour pattern that seems 
hopeful we try it out and see if it is successful 
in getting us what we want. If not, we try again. 

The steps in error correction are then, first an 
appreciation of the fact that we are not getting 
the results that we had expected, then thinking, 
as defined above, then trying out the results of 
thinking. 

Thus, with the capacity to acquire behaviour 
patterns and to modify them in the light of ex- 
perience, the human brain has a mechanism to 
adapt its behaviour continuously to satisfy its 
needs under changing conditions. As long as this 
mechanism is functioning effectively emotional 
disturbances will only last for as long as it takes 
the mechanism to complete its work for the 
problem creating the disturbance. 

Chronic disturbances can only take place when 
there is a failure of the adaptation mechanism. 
Such failure may be specific for a given set of 
behaviour patterns, or it may be general. Dis- 
turbances of the adaptation mechanism occur 
when the behaviour patterns concerned have 
been acquired under conditions of strong and 
inhibiting emotion, that is conditions that were 
regarded as threatening and result in feelings of 
guilt or fear. The inhibition spreads, according 
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to Pavlov’s laws, and prevents all mental activity 
in connection with the event. The resulting 
behaviour patterns can, therefore, neither be 
evaluated nor thought about, and cannot be 
altered when circumstances change and make 
them inappropriate. 

The individual fails to achieve his objectives 
as a result and becomes frustrated and unhappy. 
From there on possibilities are endless and may 
be very complicated. For example, the same be- 
haviour pattern may be endlessly and fruitlessly 
repeated, substitute and less satisfying goals 
may be aimed at, or the person may give up 
trying and retreat into illness or insanity. 


THERAPY 


This brings us to therapy, and here the prob- 
lem is not so much why the patient behaves the 
way he does as why he persists in that behaviour 
when it so obviously fails to produce what he 
wishes. Some of the types of treatment that have 
been tried are shock therapy, occupational 
therapy, psychotherapy (which means getting 
the patient to discuss his difficulties ) and psycho- 
therapy with the aid of drugs like amytal, nem- 
butal and pentothal. 

Shock therapy has been shown experimentally 
to act by reducing inhibitions. Thus, it may be 
expected to tend to allow the adaptation mechan- 
ism to start work. Occupational therapy provides 
an opportunity for achievement and experimenta- 
tion, an essential part of adaptation. Psycho- 
therapy is the type of therapy most suited for 
use by the general practitioner. It has passed 
through many phases and divided into many 
schools, some of which oppose each other quite 
bitterly. All have this in common, that the 
therapist listens to the patient without undue 
interruption, that he never blames the patient or 
gets angry with him and is always friendly and 
interested. Handing down moral judgments is 
strictly avoided. In addition, in most forms of 
therapy, explanations are given the patient of his 
behaviour and its relation to his life experiences, 
together with advice and encouragement. 

In this fear-free atmosphere the patient re- 
laxes and soon begins to talk about experiences 
that he has been too frightened to think about 
before. He develops a new association to those 
experiences; connecting them with the friendli- 
ness of the therapist instead of with fear, he can 
then think clearly about them and with help see 
how they have affected his behaviour and how 
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he can change his behaviour and make it more 
effective. The adaptation mechanism is freed for 
action and is then taught to work again. As the 
patient is performing his mental processes out 
loud, these two distinct events can clearly be 
seen taking place. At the beginning of treatment 
the patient is mainly concerned with discussion 
of his difficulties and with the painful recalling 
of the unpleasant events of his past. This is the 
freeing of the adaptation mechanism, later come 
more and more flashes of insight into his own be- 
haviour with plans for the future and an in- 
creasingly constructive attitude. This is the 
adaptation mechanism at work, clearing the 
clutter and reorganizing the patient’s behaviour 
for him. This latter process continues in the daily 
life of the patient after therapy is concluded and 
it is often remarkable how much patients will 
continue to improve after they have left our care. 

The difficulty which we experience in getting 
the adaptation machine back to work varies 
enormously. An hour's work may start events 
which improve the patient’s outlook greatly. In 
the other extreme, hours of work may produce 
no apparent result. 

The above highly simplified picture of human 
thinking is not intended to be considered in any 
way as the only one possible. In dealing with 
such a complicated piece of machinery there are 
many ways of conveying an impression of what 
occurs. This picture is intended to explain the 
events that occur during the course of psycho- 
therapy, the general practitioners weapon. It 
demonstrates also the rigidity and unadaptability 
of the neurotic, his apparent resistance to re- 
membering and discussing events which caused 
his illness and his adherence to patterns of be- 
haviour which are more suited to a child than 
to an adult. It shows why bad habits (from bed 
wetting to alcoholism) cannot be cured by 
punishment, as this only blocks still further the 
adaptation mechanism and it shows why fright- 
ful experiences often produce nervous symptoms 
which gradually disappear after recall of the 
experience. 

Finally, it emphasizes the importance of the 
patient coming to understand himself in the 
right context, that is in the presence of someone 
who shows sympathy and understanding and a 
sincere desire to help the patient help himself. 


RESUME 


Bien que 30% des cas vus par le een général 
appartiennent a la catégorie des désordres psychosomati- 
ques et des troubles émotionels plus bénins il n’en reste 
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pas moins que ces cas sont les plus mal traités de nos 
jours et il semble que cet état de choses existe parce que 
nous ne savons pas comment les traiter et non pas parce 
que l’on manque de temps 4 cet effet. 


Un organe ne peut étre bien traité que si ses fonctions 
normales et pathologiques sont bien connues; il en va 
de méme de Ilesprit humain que lon ne nous a pas 
appris 4 comprendre. Le réle de l’esprit humain est de 
résoudre des problémes qui appartiennent 4 deux caté- 

ories: internes et externes, qui sont interdépendantes; 
e sorte que des troubles émotionnels continuels exigent 
des ajustements internes que Tlorganisme ne _ peut 
rencontrer; ce qui explique pourquoi les troubles émo- 
tionnels peuvent amener la maladie et l’inverse est vrai. 
Si lindividu ne peut résoudre les problémes de surviv- 
ance, de reproduction et de coopération avec les autres, 
il ne peut étre heureux et les troubles émotionnels vien- 
dront. Le processus par lequel le cerveau résout les 
problémes extérieurs est basé sur le réflexe conditionné 
découvert par Pavlov. Chez homme il y a un trés grand 
nombre de réflexes conditionnés, ce qui complique le 
probléme. Ces réflexes se groupent pour former les modes 
de comportement. La vraie unité de l’activité humaine 
n’est pas le réflexe conditionné, mais plutét le mode de 
comportement qui suit les mémes lois que le réflexe 
et qui résulte de linteraction des tendances person- 
nelles et de lexpérience acquise. De plus, le cerveau 
humain a la qualité de réaliser et de corriger les erreurs, 
ce qui lui est nécessaire 4 cause de la grande complexité 
et du grand nombre de modes de comportement qu’il 
a acquis et aussi 4 cause du grand nombre de circon- 
stances qu'il peut rencontrer. Un comportement ayant 
donné un bon résultat peut étre tout 4 fait inefficace une 
fois que certaines conditions sont changées, il faudra 
alors que la correction soit faite; c’est le mécanisme 
d’adaptation. 

D’abord, il faut qu’il soit réalisé que le résultat at- 
tendu n’est pas atteint. Puis vient la réflexion, et enfin 
l’essaie du mode de comportement qui semble devoir 
apporter le succés. De ceci il découle que le cerveau a 
un mécanisme qui lui permet d’adapter son comporte- 
ment continuellement pour faire face aux changements 
de conditions. Aussi longtemps que ce mécanisme fonc- 
tionne bien l’émotion ne dure que le temps qu'il faut 
au mécanisme pour résoudre le probléme. Les troubles 
chroniques ne surviennent que lorsque le mécanisme 
d’adaptation fait défaut ce qui arrive lorsque les modes 
de comportements en cause ont été acquis sous le coup 
d’émotions trop intenses. Ceci améne une inhibition qui 
se propage selon les lois de Pavlov, et qui prévient 
toute activité mentale en rapport avec le probléme. Le 
mode de comportement qui résulte ne peut étre évalué 
ni changé selon les circonstances, et l’objectif n’est pas 
atteint ce qui rend malheureux. De 1a, les possibilités 
sont infinies et compliquées, le mode de comportement 
peut étre répété sans cesse et sans plus de succés, ou 
Vindividu peut viser 4 moins haut qu’auparavant ou 
abandonner la partie et devenir malade ou dément. 

Pour traiter il faut trouver pourquoi le patient persiste 
dans ce comportement qui ne lui apporte pas le succés 
désiré. L’électrochoc agit en diminuant les inhibitions 
permettant aussi au mécanisme d’adaptation de se mettre 
en branle. La thérapie par loccupation domme une 
opportunité de succés et d’expérimentation; pzties es- 
sentielles de l’adaptation. 

La psychothérapie est la plus employée par le 
praticien. Elle consiste 4 écouter le patient sans inter- 
ruption inutile, 4 ne jamais blamer le malade et avoir 
une attitude amicale et compréhensive. De plus, lon 
doit donner des explications sur le comportement du 
patient en rapport avec ses expériences passées es plus 
de conseils et d’encouragement. Bientét le patient se 
libére de ses craintes, en parle et raisonne sur ses ex- 
périences passées et avec de l'aide il peut changer son 
comportement. Le mécanisme d’adaptation est prét a 
agir 4 nouveau. Le temps requis pour obtenir ce résultat 
varie beaucoup d'un patient a l’autre. La psychotérapie 
est larme principale du praticien dans les désordres 
émotionnels. 
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RECENT ADVANCES IN 
DERMATOLOGY* 


GEORGE M. LEWIS, M.D., New York, N.Y. 


IN comMon with other branches of medicine 
there has been a profound upheaval in the prac- 
tice of the specialty of dermatology during 
recent years. Several of the more important ad- 
vances will serve to illustrate the general trend. 
It is now agreed that those confining their 
practice to dermatology must have a good work- 
ing knowledge of almost all other branches of 
medicine and be particularly well grounded in 
internal medicine. General practitioners and 
specialists in other fields also have a frequent 
opportunity to observe pathologic changes in the 
skin; there appears to be less tendency now to 
ignore such disorders or to consider them trivial 
and of no consequence. The astute and well 
trained observer has an excellent opportunity to 
observe changes in the skin that may have far- 
reaching effects in the internal economy. Physi- 
cians should be aware of the importance of many 
skin conditions. It should be particularly kept 
in mind that apparently innocent lesions may 
actually be a threat to life. For instance, a recent 
patient exhibited a lesion present for 15 years 
and localized to approximately one-half the 
nail bed of one finger. During the preceding few 
weeks there was some increase in size. The lesion 
was non-pigmented, slightly exudative and was 
asymptomatic. In spite of the atypical appear- 
ance a diagnosis of melanotic whitlow was made 
and a biopsy confirmed the impression. Prompt 
amputation of the digit in this case may be life- 
saving whereas procrastination because of faulty 
diagnosis would inevitably be fatal. It is not un- 
usual to discover a blood dyscrasia or predict 
an otherwise asymptomatic diabetes through the 
presence of significant lesions on the skin. 

In a broader sense a much more important 
consideration is the attitude to be shown toward 
the problem when a patient presents a derma- 
tologic disease. The day is fast approaching 
when no physician will advise a patient with a 
skin disorder to buy an ointment or other 
nostrum with an advertised name and often of 
undisclosed composition. Every physician should 
have a few simple prescriptions that he may use 
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and if, as is frequently the case, the exact diag- 
nosis is not immediately known, the preliminary 
treatment that he outlines at least will do no 
harm until investigation determines the nature 
of the disorder. Similar to diseases affecting other 
organs of the body, many dermatoses require 
careful study and the utilization of modern tech- 
niques not only to establish a diagnosis but in 
order to follow the progress of the malady.’ Thus 
it is frequently beneficial to utilize histologic and 
mycologic techniques as adjuncts to a correct 
diagnosis. Careful attention to plasma proteins in 
a case of pemphigus, the blood level and type 
of lipids involyed in a cutaneous expression of 
xanthoma, or the multiple laboratory tests of 
corroborative and also prognostic importance in 
subacute disseminated lupus erythematosus, are 
also requisite if the patient is to receive adequate 
care. 


CORTISONE AND ADRENOCORTICOTROPIN 
(ACTH) 


Cortisone and the pituitary adrenocorticotropic 
hormone (ACTH) have been used fairly exten- 
sively in the treatment of dermatologic diseases.? 
It is possible, then, to here attempt an evaluation 
subject to later modification as experience further 
crystallizes. It may be stated that the indication 
for these potent drugs in dermatologic diseases 
is distinctly limited. It is true that their adminis- 
tration results in the temporary disappearance or 
improvement of an imposing number of skin 
disorders. For instance, it is well-known that 
neurodermatitis (atopic eczema) often responds 
dramatically. When the drug is withdrawn there 
is a most disheartening prompt relapse of the 
disease. The patient then demands more of the 
drug, the same sequence of events takes place 
and eventually he tends to become an “addict”. 
If adequate dosage is maintained to keep’ the 
dermatosis suppressed, changes in facial contour, 
mental aberrations, potassium depletion with 
alkalosis and other toxic effects are probabilities. 
The results in psoriasis are not constant and 
when the drug is withdrawn the disease recurs 
and may become more active and involve more 
skin. The drugs have been advocated for use in 
the treatment of drug eruptions, urticaria, ery- 
thema multiforme and similar rashes. It is true 
that a measure of relief is often experienced by 
such patients but again the physician must weigh 
the potential dangers and probable side-effects 
against the temporary benefits to be obtained. 
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Most dermatologists feel that the drugs should 
not be given for these conditions. 


In the so-called collagen diseases and associ- 
ated disorders, patients are usually critically ill 
or incapacitated by the disease so that drugs 
which offer any help should be seriously con- 
sidered. Clinicians with experience in treating 
patients with subacute disseminated lupus ery- 
thematosus, a disease not only with skin mani- 
festations but which has implications extending 
into collagen tissue in many different organs of 
the body, appreciate the fact that they are ex- 
tremely fragile individuals with a tendency to 
over-react to the administration of any drug or 
chemical. The administration of cortisone or 
corticotropin to these patients may result in 
sudden death. For this reason the dosage at 
first should be minimal, with a gradual increase 
to a higher level. In many instances there will be 
a gratifying initial response although for the 
most part the laboratory findings such as leuko- 
penia, elevated sedimentation rate and hzema- 
turia will be unaltered. Eventually, most of 
these patients die from the disease although ad- 
ministration of the hormones may prolong life 
by many months. The effect of these drugs on 
scleroderma and on the manifestations of derma- 
tomyositis are inconstant but cases are on record 
of satisfactory improvement with apparent re- 
versal in trend from acuteness to a state of 
partial recovery. 

Everyone is agreed that the use of these drugs 
in pemphigus has constituted the first major 
successful attack on this disease. The chief error 
in the past in treating patients with pemphigus 
was that of prescribing the drugs too intensively 
with the object of obliterating the disease down 
to the last blister. The result almost invariably 
was an altered chemical balance and changes 
which became in many instances irreversible. It 
is.thought that some patients with pemphigus 
died following treatment because ACTH or 
cortisone or both were administered in too large 
a dose over too long a time. The object now is 
not necessarily to eradicate the disease _but 
rather to restore and to keep the patient in a 
good state of health. Recently intravenous 
ACTH as an initial procedure has been shown to 
be rapidly effective in bringing the disease 
under control. Whether one or both drugs are 
administered, the patient is finally maintained 
on a minimal dose sufficient only to arrest the 
disease and allow the patient to resume his 
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normal occupation. The presence of an oc- 
casional blister is ignored. There is, as yet, no 
program agreed to by all workers in the field. 

I am strongly of the feeling that these drugs 
should never be used in an exudative dermatitis 
particularly in the presence of known infection. 
There is an apparent danger either in lowering 
the resistance of the patient or in some way 
activating the potency of the infective agent so 
that a widespread systemic infection may super- 
vene. Three such cases have come under my 
observation and in one of these the patient died 
following failure to react to all the known anti- 
biotic agents. It would seem best, then, to defer 
the use of ACTH and cortisone to definite indi- 
cations as mentioned and under no consideration 
to use them because the nature of an eruption is 
unknown or because conventional treatment for 
a given disorder has not been rapidly effective. 


SYPHILIS 


Within the short space of a few years a disease 
which was formerly widespread in occurrence 
and devastating in its effect has almost ceased 
to be of clinical importance except in its more 
chronic phases. I refer to syphilis. Major credit 
for this state of affairs undoubtedly belongs to 
the prompt response of syphilitic lesions to the 
administration of penicillin, and the widespread 
often promiscuous utilization of the drug. It is 
believed that not only recognized active syphilis 
was treated with prompt results, thus removing 
the patient from the category of infectiousness 
and a potential disseminator of the disease, but 
many sub-clinical cases of the disorder have un- 
doubtedly been coincidentally treated when the 
patient was given penicillin for gonorrhoea, for 
an upper respiratory disorder or for some other 
infection. Because of this latter contingency, one 
must be alert to the possibility that patients may 
be harbouring a latent form of the disease, in 
which the treatment administered was insuffi- 
cient to cure but only effective in preventing 
development of the early manifestations. 


Routine blood serologic tests are still im- 
portant even though few cases are discovered. 
There are men of wide experience who assert 
that the incidence of syphilis is only temporarily 
reduced and that if we relax our vigilance, there 
will again be large numbers of patients with 
syphilis. So far there is no evidence that a re- 
sistant strain of spirnchete has appeared. 
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Once the diagnosis of syphilis is established, 
adequate therapy with penicillin should be ad- 
ministered. There is no general agreement on 
the best scheme. Apparently any one of many 
will be almost equally effective. Since patients 
with syphilis are often irresponsible, it is good 
practice to start with an initial dose of 1,200,000 
units of procaine penicillin which may be given 
in four intramuscular sites. If the patient does 
not return, this may be sufficient to effect a cure.* 
In the largest number of patients, subsequent 
daily administration of 600,000 units of the same 
drug for at least 10 injections within a two week 
period will be almost always curative. Special 
dosage schedules are indicated and desirable 
when the disease localizes in specific organs such 
as the heart or central nervous system. Also 
when cutaneous or serologic relapse occurs, 
many workers believe that bismuth and occasion- 
ally arsenic should be included in the schedule 
of treatment. 

When a patient shows intolerance to penicil- 
lin, antihistamine drugs may suffice to prevent an 
unpleasant side effect. In a small percentage of 
patients, it may not be possible to continue peni- 
cillin because of a severe reaction. In such cases, 
aureomycin, terramycin, bismuth subsalicylate 
and arsenic are available to continue therapy. 
It is essential that patients with syphilis be fol- 
lowed regularly after the plan of treatment is 
completed. In this way an occasional instance of 
relapse will be discovered. If a patient continues 
under surveillance for six months during which 
time the blood serologic test reverts to normal 
and stays there, and there are no signs physically, 
by x-ray of the chest or after an examination of 
the spinal fluid of any activity, there is very 
little chance that the disease will reappear. 


ANTIBIOTIC THERAPY 


Pyogenic infection of the skin due to the in- 
vasion of many types of micro-organisms is of 
common occurrence. The infection may be pri- 
mary or be a complication of some skin disorder. 
In the latter category one might mention the fre- 
quent proliferation of cocci in the open lesions 
of eczematous eruptions, particularly those which 
are pruritic and are consequently scratched. Pri- 
mary invasion of the skin includes such condi- 
tions as impetigo contagiosa, dermatitis repens, 
ecthyma, sycosis barbe, folliculitis, furunculosis, 
lymphangitis and cellulitis. For the milder 
manifestations of these pyodermas conventional 
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treatment using such drugs as ammoniated 
mercury, gentian violet, etc., is adequate in that 
cure may be expected after a few days or at 
least in a week or two. With the more severe 
forms however, dependence on such _ local 
therapy is uncertain and often unsatisfactory. 
The sulfonamide drugs were found to be more 
effective although their use in preparations for 
local application was soon shown to be hazard- 
ous in that many patients became sensitive and 
a severe dermatitis was the result. These drugs 
are still employed by the oral route in selected 
cases although for routine management they 
have been replaced by penicillin, aureomycin, 
terramycin and chloramphenicol all of which 
may be prescribed for topical application as well 
as systemically. 

Objection has been raised to the local use of 
antibiotic agents for the treatment of superficial 
infections mainly on the score that one might 
sensitize the patient’s skin sufficiently so that 
later parenteral use when required for the treat- 
ment of a serious internal disorder such as pneu- 
monia might result in a severe reaction. Recently 
the trend has been to avoid the local use of 
penicillin, aureomycin, terramycin and chloram- 
phenicol but of course not to hesitate to use any 
or all of these drugs systemically when a skin 
infection has become invasive or has not re- 
sponded quickly to other drugs. In such cases, 
some practical help in selection of the best anti- 
biotic drug may be gained from sensitivity tests. 
There are some recent reports attesting the 
effectiveness of bacitracin and of neomycin when 
used topically in the treatment of superficial 
pyodermas. In comparing the use of these agents 
with the topical application of other antibiotic 
drugs response was found to be gratifying. Both 
have a wide antibiotic spectra. Another ad- 
vantage over some other antibiotics is the low 
index of sensitization. Because of their toxic 
propensities, bacitracin and neomycin should not 
be given parenterally. 


CANCER OF THE SKIN 


The accessibility of skin cancer has been cited 
in the past as good reason for a high cure rate. 
The edyicational cancer program which has ham- 
mered away at the general public from the 
printed page, radio, television and word of 
mouth has brought in patients with a wide as- 
sortment of benign and malignant lesions, usu- 
ally in very disturbed individuals. The program 
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at least has given physicians the opportunity to 
treat lesions before the prognosis is hopeless. 
There are three major types of therapy available 
for the treatment of cancer of the skin. (1) 
Scalpel surgery; (2) electrosurgery and (3) 
ionizing radiations with either radium or x-rays. 
Most dermatologists utilize all three types of 
therapy individualizing the treatment to suit the 
type of malignancy, the age, physical and emo- 
tional peculiarities of the patient and the location 
of the tumour. It is generally agreed that the 
treatment of choice for malignant melanoma is 
scalpel surgery, utilizing a wide and deep local 
excision. This allows for an adequate histologic 
examination and insures that the lesion is not 
traumatized. Dermatologists in general do not 
favour amputation of an extremity or extensive 
and mutilating surgical operations including dis- 
section in continuity. It is known that when 
metastasis has occurred to regional lymph nodes 
the prognosis is almost invariably poor. 


In basal cell epithelioma of uncomplicated 
type statistical studies would indicate that com- 
parable results will be obtained from the utiliza- 
tion of any of the three methods mentioned. 
Consequently one usually employs the remedy 
that gives the best cosmetic result. In some loca- 
tions this may be surgical excision but usually 
electrosurgery or x-rays are employed. If either 
of the latter two remedies are used a biopsy 
should be taken first. This may be done with a 
small circular biopsy punch following a drop or 
two of procaine anesthesia. A necessary adjunct 
to the technique of electrosurgery is the utiliza- 
tion of a dermal curette. Every dermatologist ‘is 
familiar with the usefulness of this instrument. 
If x-ray therapy is decided upon it is now 
generally agreed that an intensive dose of x-rays 
must be utilized and that the treatment must be 
fractionated over a period of ten days to two 
weeks. Usually very little or no filtration is re- 
quired. If the machine utilizes 100 KV, 500 r 
may given every other day in six doses for a 
total dose of 3,000 r. Higher dosage is seldom 
indicated or necessary in. basal cell epithelioma. 


In prickle cell (squamous) epithelioma the 
available treatment procedures are similar to 
those of basal cell epithelioma. In practice, 
since the threat to the life of the patient 
is greater, the approach should be more 
radical. If surgical excision is undertaken the 
main consideration is eradication of the disease 
with little thought of the cosmetic result.’ If 
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x-rays are utilized the total dose should be 
greater with saturation of the affected skin over 
a longer period. In all forms of skin cancer the 
main considerations are early diagnosis, correct 
evaluation of the lesion, and the institution of 
adequate therapy selected to suit the extent and 
nature of the process in that particular indi- 
vidual. In some cases the best interests of the 
patient are served when the nature of the thera- 
peutic attack is agreed upon by a team of phy- 
sicians including family doctor, dermatologist, 
surgeon and perhaps radiotherapist. 

The lymphoblastomatous diseases (mycosis 
fungoides, lymphosarcoma, leukzemia and Hodg- 
kin’s disease) are all radiosensitive and the 
judicious use of the roentgen rays may prolong 
life for months and even years. In mycosis 
fungoides particularly, the main reliance must 
be placed on this modality since the results ob- 
tained from the administration of nitrogen 
mustard and allied drugs have been mostly dis- 
appointing. 


PSYCHOSOMATIC DERMATOSES 


During the past few years increasing empha- 
sis has been placed on the psyche in a considera- 
tion of the basic mechanism of many different 
skin diseases.*° The skin is more involved in aber- 
rations of this type than any other organ of the 
body. The presence of traumatic, artificial lesions 
may indicate only stimulation of an unstable 
central nervous system but in some instances 
when the history indicates a delusion there may 
be a serious psychosis. Less perfectly understood 
at this time is the rédle of the central nervous 
system in such diseases as neurodermatitis. It is 
the opinion of some that psychic influences are 
all-important whereas other workers whose train- 
ing is basically in allergy consider neuroderma- 
titis or atopic eczema to be essentially caused by 
hypersensitivity to one, or more frequently, 
multiple allergens. In urticaria it is a common 
clinical experience to elicit a history of indi- 
gestion often considered to be due to upset 
emotions. This at least offers some explanation 
for the réle of the psyche in the actual produc- 
tion of a physical state which in turn may pro- 
duce split-products capable of being allergenic. 


NEWER Drucs AND CHEMICALS 


The therapy of skin diseases has almost com- 
pletely changed during the past few years. How- 
ever the old rule still holds true—“if in doubt. use 
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soothing remedies”. On the other hand, when a 
definite diagnosis is made many drugs are avail- 
able that are almost if not entirely specific. For 
instance, the treatment of scabies has entirely 
changed. It is seldom necessary to use sulphur 
ointment. In its place, 20% benzyl benzoate 
cream if applied on two or three consecutive 
evenings is almost always followed by cure. In 
the rare eventuality that the patient is sensitive 
to this drug, hexachlorocyclohexane (Kwell)® 
may be substituted. When pediculosis of the 
scalp or other parts of the body is recognized 
and proved by examination of the available ma- 
terial, application of diluted DDT preparations 
results invariably in cure. 

The number of remedies developed to treat 
fungous infections indicate that none of them 


TABLE I. 





ACTH anp CorrIsoNE IN TREATMENT OF SKIN DISEASES 


~ Result 


Disease ~ Indicated — 


Serre Practically Some temporary 
never help 


Psoriasis. . . 


Discoid lupus 


erythematosus...... No Poor to bad 


Contact dermatitis...... Practically Possible 
never bacterx mia 
Exudative dermatitis.... No Possible 
bacteremia 
Unidentified eruptions... No ? 
a Occasionally Helpful 
Erythema multiforme.... In severe Helpful 


forms 
Exceptionally May be good 
Very Temporarily 
exceptionally good 


Drug eruptions......... 
Neurodermatitis........ 


Alopecia areata......... Debatable Occasionally 
i ous ea Yes Good 
Sub-acute lupus . 
erythematosus...... Yes Good 
Dermatomyositis....... . Yes Variable 
Scleroderma............ Yes Variable 





are specific, although the conclusion appears 
justified that the fatty acid group of drugs in- 
cluding undecylenic and propionic acid, ace- 
tanilide and recently asterol have contributed 
something of value to the therapy of the super- 
ficial mycoses. Stilbamidine’ shows great promise 
as a curative agent in the treatment of systemic 
blastomycosis. Up to now this deep fungous in- 
fection has had a high mortality rate unless it 
was recognized while still a small epidermal 
lesion and thoroughly destroyed. 

The antihistamine drugs* have proved of in- 
estimable value in the management of many 
pruritic dermatoses; administered by mouth in 
adequate dosage they provide a symptomatic 
cure for almost every patient having urticaria. 
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In neurodermatitis (atopic eczema) and in many 
cases of local pruritus such as pruritus ani, the 
effect is somewhat less dramatic but none the 
less useful. Sixteen or more commercial anti- 
histaminic drugs are available, most having an 
individual chemical formula. Sometimes several 
drug trials are necessary before the most effec- 
tive drug is found for the individual patient. 
In many instances the best results are obtained 
when two or more of the drugs are combined. 
Side effects are common (approximately in 20% 
of patients) and sometimes are severe enough 
to cause the drugs to be discontinued. Substitu- 
tion of another antihistamine drug is often pos- 
sible or a combination of drugs to cancel out the 
side effects may be planned. 

The most certain response in the treatment of 
dermatitis herpetiformis is achieved by the 
judicious oral administration of sulfapyridine, a 
drug almost lost from clinical use. The other 
sulfonamides and aureomycin are less often 
effective. Recalcitrant acne vulgaris in the female 
patient may respond to therapy with oestrogens; 
the best results are obtained by estimating the 
dosage by means of the vaginal smear technique, 
as developed by Klumpp and Torre. The use of 
podophyllin as a_ preferred treatment for 
venereal warts, is only part of the usefulness of 
this drug. It has recently been found effective 
when applied directly to keratoses. While it is 
also capable of curing some types of superficial 
epithelioma and has also been advocated for the 
treatment of tinea capitis, its use in these dis- 
orders is not recommended. 


SUMMARY 


Thorough investigation of dermatologic pa- 
tients is important. Patients having serious dis- 
orders should receive the benefit of modern 
laboratory procedures. Cortisone and ACTH are 
of only limited help in the therapy of dermato- 
logic diseases; there are many contraindications 
to their use. At the present time, syphilis is 
rapidly fading from the clinical horizon and it is 
thought that therapy with penicillin is chiefly 
responsible. Indications are discussed for the 
local and parenteral use of the newer antibiotics. 
The methods of choice in the treatment of 
cutaneous cancer are mentioned with a plea for 
early diagnosis and conservative though ade- 
quate therapy. The close relationship between 
the psyche and skin diseases may be utilized in - 
the understanding of many skin diseases. Finally, 
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a few of the newer drugs are enumerated. 
Obviously what is mentioned is only a small 
portion of what is going on in dermatology 
today. 
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MYCOTIC ANEURYSM OF 
ABDOMINAL AORTA | 
COMPLICATING SUBACUTE 
BACTERIAL ENDOCARDITIS* 


L..D. WILCOX, M.D. and 
J. H. FISHER, M.D., London, Ont. 
EXPERIENCE with mycotic aneurysms can never 
be large because of their infrequent occurrence. 
Because they present a diagnostic challenge and 
a good opportunity for surgical cure they will 
always deserve unusual attention. Since the com- 
prehensive account by Stengel and Wolferth,* 
published in 1923, very little new information 
has been added to the literature on this subject. 
Klein and Crowell? in 1946 described a mycotic 
aneurysm of the ulnar artery which was success- 
fully treated by surgery. This was the first case 
recorded where penicillin had been used also. 
In 1947, Dry, Edwards, Maynard, Moe and 
Vigran? reported a mycotic aneurysm of the 
posterior tibial artery in a case of treated sub- 
acute bacterial endocarditis. They pointed out 
helpful diagnostic signs which had not been 
‘mentioned previously. Close, McKinley and 
Michael‘ described a mycotic aneurysm of the 
sinus of Valsalva. The largest series on record is 
that included in the excellent study by Cates and 
Christie’ published in 1951 from St. Bartholo- 
mew’s Hospital in London. They found 20 
mycotic aneurysms in a series of 442 cases of 
subacute bacterial endocarditis. 

The purpose of this paper.is to report a rare 
case of mycotic aneurysm of the abdominal 
aorta which terminated with rupture in the 
course of subacute bacterial endocarditis receiv- 
ing heavy antibiotic therapy. 

This female petient of 54 was well until April, 1950, 

e 


when she developed a sore throat and fever. This was 
treated with sulfa tablets, which apparently helped the 


*From the Departments of Medicine and Pathology, 
Faculty of Medicine, University of Western Ontario and 
Victoria Hospital. 





fever but led to a skin reaction. Following this illness 
she was never well again. Fatigue was marked and she 
became very short of breath when climbing stairs. 
Swelling of the feet appeared early in June. 

On August 14 she was referred to Victoria Hospital 
by Dr. John Jay of Forest because of the sudden onset 
of pain, pallor, and coldness of the right foot. Dr. Jay's 
admission note suggested subacute bacterial endo- 
oa and a probable embolic occlusion in the right 
eg. 

The patient on admission looked ill with a tempera- 
ture of 102.2°, pulse 132, and respirations 32. She was 
very oneeate, pale, and nauseated and complained of 
ains in both legs and feet. The legs and feet were pale 
ut not paralyzed and the reflexes and sensation were 
normal. The right foot was colder than the left. 

The psyche was clear. No petechize were noted in 
the conjunctive or elsewhere. There were no changes 
in the fundus oculi. The tongue was furred. No over- 
filling of the neck veins was made out. In spite of 
marked dyspnoea the lung bases were free of rales. The 
heart showed a grade one systolic murmur in the aortic 
and mitral areas. Also along the left sternal border a 
soft early diastolic murmur was heard on this examina- 
tion. The blood pressure was 128/78. The liver was not 
peg so but the edge of the spleen was felt to descend 
two fingerbreadths below the left costal margin on deep 
inspiration and percussion suggested a moderate en- 
largement. Clubbing of the fingers was obvious. All the 
edal pulses were lost, neither popliteal pulse could be 
felt, and both femoral pulses were absent on this and 
many subsequent examinations. The provisional diag- 
nosis was subacute bacterial endocarditis with emboliza- 
tion to both lower limbs. The patient was seen by Dr. 
Angus McLachlin who did not feel that embolectomy 
was called for since the appearance of the feet was so 
or and because the patient was obviously very 
ill. 

A blood culture was taken and penicillin 50,000 units 
every 3 hours was started. In addition the patient was 
given 2 gm. streptomycin daily, digitalis, morphia, 
thiomerin (in the hope of improving the dyspnoea), and 
insulin for the high blood sugar. 

The laboratory studies revealed: Hg. 55%; RBC 
3,120,000; WBC 11,550; and the blood film showed 
91% neutrophiles, of which 57% were young forms. The 
sedimentation rate was 81 mm. in one hour. The urine 
showed sugar and occasional red blood cells within the 
first two weeks in hospital. The blood sugar before and 
after breakfast was 198 and 226 mgm. % respectively. 
The stool was negative for occult blood. The blood 
culture taken on admission showed a moderate growth 
of a streptococcus of the viridans type with sensitivity 
as follows: penicillin to 0.5 units; dihydrostreptomycin 
to 10 mgm; aureomycin to 16 mcg. Repeat blood cul- 
tures on August 23, September 5, 7, 14 and 21 were all 
negative. 

The blood NPN was 26.3 mgm. %. The Hg dropped 
to 49%, but after three transfusions of packed cells it 
rose to 85% by October 16. The blood sedimentation 
rate was 128 mm. on September 22, but it fell to 29 mm. 
when the patient went home on October 29. The blood’ 





ANEURYSM 


@ 


218 Witcox AND FISHER: 


sugar was controlled by 40 units of protamine zinc 
insulin, daily. 

The spinal fluid showed 1 cell, 45 mgm. protein and 
a negative Wassermann reaction. 

The ECG taken in a search for embolic myocardial 
changes, which might have explained the severe 
dyspnoea, showed sinus tachycardia and some depression 
of S-T segments in leads 2, 3 and CF5. 

X-rays of the thorax showed slight cardiac enlarge- 
ment, clear lung fields, and questionable hilar conges- 
tion. X-rays of the abdomen showed two large calcified 
gall stones, some lipping of the lumbar vertebrz, and 
no calcification of the abdominal aorta. 

Therapy after August 23 included penicillin 150,000 
units every three hours which was continued until 
September 14. At that time penicillin $.R. 400,000 units 
was given daily until October 4. From that time until 
her discharge on October 29 the patient was given 
200,000 units of penicillin every three hours and strep- 
tomycin gm. 2 daily. Morphine, pantopon, and demerol 
in large amounts were required for the complaint of 
pains in the back and legs and for the control of her 
dyspnoea. On this program the patient was afebrile by 
September 23, and she continued without fever until 
her discharge on October 29. 

However, in spite of a normal temperature, the loss 
of the clubbing of the fingers, and the decrease in the 
size of the spleen to a point where it could not be 
felt, the patient was not well. The pulse continued to 
be rapid and it was charted as high as 120 per minute 
at least once every day during the entire hospital period. 
This single fact made us wonder if the endocarditis was 
adequately controlled and, therefore, in her last month 
in hospital she was given another course of intensive 
treatment. No new cardiac signs appeared and towards 
the end of October only a systolic apical murmur was 
audible. 

Throughout September and October the patient had 
profuse sweating. Pain was her chief complaint and it 
was impossible to control it adequately with even large 
amounts of opiates. She moaned in her sleep with pain 
and disturbed the ward at night. The pains were com- 
plained of in the legs at first but later in both hips, and 
on September 16 she first complained of intense back 
pain at the lumbar level. Once on September 30 she 
complained of pain across the abdomen. 

The physical examination on October 27 revealed a 
globular mass just below the level of the umbilicus. This 
extended 2” to the right and 3” to the left of the mid- 
line. It presented an expansile type of pulsation and it 
was believed that the pulsation of each common iliac 
artery could be felt directly below the aneurysm. As 
before, the femoral pulses were both absent. A systolic 
“thud” was audible over the mass which disappeared 
as one ascended the abdominal aorta into the epigas- 
trium. No bruit was audible. 

The patient reached a point which seemed to be 
static and she was discharged from hospital on October 
29, 1950. Her husband was instructed in the administra- 
tion of morphine and insulin. He was told of the possi- 
bility of a sudden exitus in the event of a gross rupture 
of the aneurysmal sac. After she went home she was well 
enough to sit out of bed and she seemed to be fairly 
comfortable in the next two weeks. On the night of 
November 16, 1950, as she sat in a chair she developed 
intense back pain and died within a matter of minutes. 


DIFFERENTIAL DIAGNOSIS 


1. Healed subacute bacterial endocarditis. 

2. Possible embolic occlusion of both femoral arteries 
by material from vegetations on the heart valves. We 
were never satisfied with this explanation since it is un- 
usual to get emboli of sufficient volume in this disease 
to block vessels of the size of the femorals. (Paul Wood 
advises checking the individual pulses in the feet in this 
disease and we agree that vascular radicles of this order 
are the ones most often obstructed ). 

8. Dissecting aneurysm of the abdominal aorta. This 
diagnosis was entertained at one time but there were 
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several points against it. The vascular insufficiency in the 
legs (which might have been brought about by “cuffing” 
of the iliac arteries as the dissection spread downwards 
from the aorta), occurred more than a month before the 
patient complained of any back pain. Had the order 
of these two symptoms been reversed it would have 
been more reasonable. The patient was not hypertensive. 


4, Atherosclerotic abdominal aortic aneurysm. This 
seemed like a very reasonable explanation for the~ ab- 
dominal findings at this age in a patient who. was 
diabetic and in whom atherosclerosis might have been 
anticipated. Thrombus formation on the ulcerated aorta 
might have been considered as a source for the embolic 
involvement of the femoral arteries. Recurrent leaking 
of such an aneurysm would have explained the severe 
episodes of back pain. However, we have not encountered 
such an aneurysm without gross evidence of calcium ia 
its walls as demonstrated in the A.P. and lateral x-ray 
films of the abdomen. The x-rays in this instance showed 
no evidence of calcification in the thoracic or abdominal 
aorta and, therefore, we excluded the atherosclerotic 
type of aneurysm. 

5. Syphilitic aneurysm. Such an etiology in the ab- 
dominal aorta and in the female is exceedingly rare. 
Such aneurysms also tend to show calcium in their walls 
by x-ray. While the blood Wassermann was not done the 
spinal fluid Wassermann was negative. There was no 
evidence of luetic involvement of the proximal aorta on 
clinical or x-ray grounds, 

6. Mycotic aneurysm of the abdominal aorta with 
rupture. The clinical picture in the abdomen was that 
of a rapidly-growing aneurysm and the episodes of ‘in- 
tense back pain were compatible with perforation. The 
general condition was one of subacute bacterial endo- 
carditis and with the exclusions mentioned above we 
felt that infected (Streptococcus viridans) emboli from 
the inflamed valves, lodging in the vasa vasorum or: on 
the surface of the abdominal aorta and leading to a dis- 
ruption in the internal elastic membrane, offered the 
best etiological background for the rapid evolution of this 
aneurysm. Accepting this diagnosis it seemed reasonable 
to visualize a thrombus in the aneurysmal sac from 
which embolic masses could have detached themselves 
to occlude the femoral arteries. 


The patient was presented at staff conference with 
this diagnosis on October 27 and the feeling of those 
present was unanimously in favour of it. 

Autopsy (Dr. Donald Marshall).—An autopsy was per- 
formed two and three-quarter hours after death. For 
the sake of brevity only positive and significant findings 
will be given. The heart and the aorta were the sites 
of the main pathological findings. The heart weighed 
315 gm. A small pericardial scar was present over the 
right atrium. No lesions were seen in the myocardium or’ 
the aortic, tricuspid and pulmonary valves. The anterior 
cusp of the mitral valve was normal. The posterior cusp 
was mildly scarred. The adjacent margins of the anterior 
and posterior cusps were fused slightly but there was no 
mitral stenosis. Occasional tiny firm vegetations were 
present on the atrial surface of the posterior cusp (Fig. 
1). The chordz tendineze were not thickened, fused or 
shortened. No streptococci were found in cultures of the 
vegetations. Sections of the mitral valve stained for 
bacteria failed to reveal bacteria of any kind. The 
vascularity of the mitral valve was increased. The valve 
was moderately thickened with loosely arranged, fibril- 
lar, maenente, fibroblastic tissue and dense, partially 
hyalinized, collagenous fibrous tissue. The elastic fibres 
were fragmented and much elastic tissue was destroyed. 
Small numbers of macrophages containing old blood 
pigment and occasional lymphocytes were noted in the 
scar tissue of the valve. The endothelium was lost where 
the vegetations were attached. They were composed of 
platelet masses, occasional polymorphonuclear leucocytes 
and a small amount of fibrin. Fibroblasts were beginning 
to invade the base of the vegetations. 

The aorta in general showed very little atherosclerosis. 
Just above the bifurcation of the abdominal aorta and 
below the level of the renal arteries a large sacculated 
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aneurysm (Fig. 2) measuring approximately 10 x 7 x 7 
cm. bulged from the posterior wall and overlay the third 
and fourth lumbar vertebre. The bodies of these 
vertebrze showed slight pressure atrophy but were not 
definitely eroded. The sac of the aneurysm contained 
considerable laminated thrombus. A rupture 1 cm. in 
diameter was present in the posterior wall of the 
aneurysm communicating with the retroperitoneal space 
in which there was a large mass of fresh blood clot. The 
hzemorrhage had tracked forward into the anterior ab- 
dominal wall on the left side and upward along the left 
paravertebral gutter to the diaphragm. The left adrenal 
gland and the left kidney were embedded in a mass 
of blood clot. The left ureter was partially obstructed by 
the aneurysmal mass and a mild hydronephrosis of the 
left kidney had resulted. The media of the aorta in the 
aneurysmal sac was necrotic, disrupted, completely de- 
stroyed and infiltrated with leucocytes. In the sections 
of the aneurysm a few clumps of Gram-positive cocci 
were present. The left common iliac artery was com- 

letely occluded with a thrombus for a distance of 7 cm. 
(Fig. 2). A thrombus was present in the right common 
iliac artery attached to its wall but not completely oc- 
cluding its lumen (Fig. 2). The wall of the iliac arteries 
showed necrosis, disruption and leucocytic infiltration 


Fig. 1 
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directed toward the valvular condition would 
alter the evolution of the aneurysm. 

The physical signs are those of an increasing 
swelling along the course of any visible or pal- 
pable artery with an expansile pulsation in it. 
Perforation is not infrequent in such aneurysms 
and in the early stages this often results in the 
formation of a false sac rather than in the death 
of the patient. The formation of such a false 
sac, caused by the haematoma around the artery, 
does not decrease or eliminate the pulsation. A 
bruit may be present occasionally, but by no 
means constantly, in any aneurysm regardless of 
its location. 

It is interesting that vascular insufficiency 
distal to most mycotic aneurysms is not complete. 


Fig. 2 


Fig. 1.—Heart showing the mitral valve. Small warty vegetations (arrows) on the scarred 
posterior cusp. Fig. 2.—Large sacculated aneurysm at the lower end of the abdominal aorta 
just above the bifurcation. L.I. is the left common iliac artery; R.I. is the right common iliac 


artery; A is the aorta. 


similar to the changes seen in the aneurysm. Therefore, 
the lesions in the iliac arteries were interpreted as 
mycotic aneurysms. Sections of the iliac arteries showed 
occasional clumps of.Gram-positive cocci in the thrombi. 

The spleen contained a small recent embolic infarct. 
Lesions of healed focal embolic glomerulonephritis were 
present in both kidneys and the right kidney contained 
a healed embolic infarct. The brain was not examined. 

The cause of death was massive retroperitoneal hzmor- 
rhage which had resulted from the rupture of a mycotic 
aortic aneurysm. 


DISCUSSION 


It is felt by some that with our present anti- 
biotic therapy for endocarditis the incidence of 
mycotic aneurysms should be greatly diminished. 
This may not be true since the lodgement of the 
bacterial emboli can easily take place and lead 
to destruction in the artery long before the 
clinical diagnosis is established. If the internal 
elastic lamina is injured in this early phase there 
would be no reason for thinking that any therapy 





Therefore, if the condition is recognized before 
fatal perforation takes place it should be reason- 
able to excise it. In retrospect, it is believed that 
the large aneurysm occupying the lower part of 
the abdominal aorta in our case could have been 
removed successfully without endangering the 
circulation to the legs. In spite of the presence 
of the aneurysm and the fact that both femoral 
arteries were occluded both feet showed an ade- 
quate circulation. 

It is especially important to recognize the 
presence of these aneurysms in non-essential 
arteries such as those in the extremities, the 
spleen, the kidney, the mesentery and in certain 
brain areas. Mycotic aneurysms may manifest 
themselves weeks or months after the valvular 
infection has been controlled. Therefore, clini- 
cally cured cases of bacterial endocarditis should 
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be examined carefully if they complain later of 
unusual symptoms. Special attention should be 
directed to the arterial circuits in the areas 
mentioned. 

In this case the aortic aneurysm occurred in 
the course of subacute bacterial endocarditis 
with which disease 90% of mycotic aneurysms 
are associated." * It possessed the histologic fea- 
tures, necrosis, disintegration and inflammatory 
infiltration of the aortic wall, characteristic of 
this type of aneurysm. Bacteria were demon- 
strated deep in the thrombus in the sac. For these 
reasons the aneurysm was considered to be 
mycotic in type. Atherosclerosis of the aorta was 
minimal. There was no evidence of syphilis. A 
search of the literature has failed to find a single 
case of mycotic aneurysm of the abdominal aorta 
complicating subacute bacterial endocarditis. 

As Cates and Christie’ have pointed out in 
penicillin-treated cases of subacute bacterial 
endocarditis, the finding of bacteria in the heart 
valves, either by culture or histologic examina- 
tion of the valves or both, is variable. The pres- 
ence of bacteria in the “healed” vegetations does 
not necessarily militate against an apparently 
controlled infection. In our case, cultures of the 
vegetations and stains for bacteria in histologic 
sections of the valves failed to demonstrate bac- 
teria. Cates and Christie’ have noted also that 
mycotic aneurysms may progress in treated, ap- 
parently cured, cases of subacute bacterial endo- 
carditis even when no bacteria were seen in the 
aneurysm. On the other hand, they pointed out 
that infection may persist in the aneurysm after 
it has been eliminated from the heart vegetations. 
That was true in the case here reported, even 
after the patient was clinically cured for more 
than seven weeks. Some of the bacteria in the 
aneurysm had the appearance of viable organ- 
isms while others apparently were dead. Cultures 
of the aneurysm were not done. 

Infection of the vessel wall may occur through 
direct implantation of an infected thrombus on 
the intimal surface destroying the internal elastic 
membrane and invading the vessel wall or 
through tiny emboli brought into the vessel by 
the vasa vasorum. The former method is con- 


sidered to be more common.’ On account of the . 


advanced stage of development of the aneurysm 
it is impossible to be sure what the mechanism 
of infection was in this case. Bacteria were found 
in the thrombus near its junction with the aortic 
wall, but no bacteria were demonstrated in the 
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vessel wall. It seems probable that infected 
thrombi detached themselves from the aneurys- 
mal sac and become lodged in the right and left 
common iliac arteries, there producing destruc- 
tive changes in the arterial walls. 

From the pathological viewpoint, healing of 
the vegetations on the mitral valve was not com- 
plete. The little thrombi were not organized or 
endothelialized. The destructive process in the 
aneurysm remained active and progressive in 
spite of negative blood cultures, the absence of 
bacteria in the vegetations and a clinically 
quiescent course of more than a month. 


SUMMARY 


A fatal case of a mycotic aneurysm of the 
abdominal aorta complicating subacute bacterial 
endocarditis (Streptococcus viridans ) ina woman 
54 years old is reported. The woman received 
heavy antibiotic therapy in spite of which the 
aneurysm progressed. A period of clinical im- 
provement characterized by a normal tempera- 
ture, marked fall in sedimentation rate, repeat- 
edly negative blood cultures, loss of clubbing of 
the fingers, decrease in size of the spleen and 
marked improvement in the cardiac signs, oc- 
curred for 36 days prior to discharge from hos- 
pital. In spite of this improvement the pulse rate 
continued to be rapid, pain in the legs, hips and 
back persisted and the aneurysm continued to 
grow. Death was due to spontaneous rupture 
of the aneurysm into the retroperitoneal space. 
At autopsy, bacteria were demonstrated in the 
aneurysm, but none were found in the blood or 
heart valves. 

Mycotic aneurysms may become clinically 
manifest long after the valvular infection has 
been controlled. If this complication occurs be- 
fore antibiotic therapy is instituted, it is not likely 
to be favourably influenced by the treatment. 
No case of mycotic aneurysm of the abdominal 
aorta complicating subacute bacterial endocardi- 
tis has been found in the literature. 
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HYDROGENATED ERGOT 
ALKALOIDS* IN TREATMENT OF 
INTERMITTENT CLAUDICATION 


JOSEPHUS C. LUKE, M.D., 
F.R.C.S.[Eng. & C.],t and 
BREEN N. MARIEN, M.D., C.M., Montreal 


THE SYMPTOM of intermittent claudication is 
one of the most exact in the field of medicine. 
The history of an individual who can walk only 
a short distance before being brought to a halt 
by pain in the foot, calf or lateral thigh, and who 
is relieved by a short standstill, is diagnostic of 
occlusive arterial disease in the lower extremity. 
A cross check on this symptomatology reveals 
that walking up hill results in a marked decrease 
in the distance covered before pain occurs while 
downhill walking increases this distance. No 
symptoms occur at rest or walking short dis- 
tances only. This set of complaints is relatively 
common in our present day elderly population 
and the diagnosis is rarely missed, but the prob- 
lem of what to do for these persons is far from 
being settled. 

Examination of a patient with the above com- 
plaints reveals invariably clinical evidence of ob- 
literative disease involving the leg arteries. If 
the claudication is experienced in the foot, the 
femoral and popliteal arteries will be felt to 
pulsate relatively normally, but the dorsalis pedis 
and posterior tibial arteries will be impalpable. 
This finding will be confirmed by rapidly de- 
creasing oscillometric readings from knee to 
ankle. When the calf muscles are indicated as the 
site of the aching squeezing pain of claudication, 
examination will usually reveal a normally 
pulsating common femoral artery, but absence 
of the popliteal and pedal arteries. Claudication 
pain in the thigh is never as severe as that in the 
calf and is described as a great tiredness or 
weakness. In such a case, the common femoral 
pulse will be absent as well as those distal to 
this level. When intermittent claudication is the 
only presenting symptom, the foot rarely shows 
evidence of any marked ischemic soft tissue 
changes. Mild ischemia on elevation and rubor 
on dependency may be present, and the involved 
extremity will be cooler than the opposite if the 
latter is not involved by occlusive arterial dis- 
ease. General examination will usually reveal 


*Marketed under the name of Hydergine and supplied by 
Sandoz Pharmaceuticals. 
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other evidence of diffuse arterial involvement 
such as changes in the fundi, coronary artery 
disease or calcification of major vessels. How- 
ever, despite the above findings, the patient is 
apparently well except that he cannot walk more 
than one or two blocks before the onset of leg 
pain. A previously healthy man with such a 
complaint is most intolerant of this disability 
and is very anxious for its correction. 

Treatment of intermittent claudication has fol- 
lowed two broad avenues, namely surgical and 
medical. Surgical measures include lumbar 
sympathectomy which, in the properly selected 
cases, has resulted in marked improvement and, 
in the poorly selected ones no improvement 
whatsoever. Denervation of the calf muscles and 
Achilles tenotomy are rarely indicated as they 
replace one symptom with an equally disabling 
one. More recently, where arteriography indi- 
cates a segmental occlusion of the artery, re- 
moval of the occluding mass by thromboendo- 
arterectomy (Leriche and Dos Santos), with 
restoration of the lumen will give relief of symp- 
toms. Excision of this occluding segment with 
restoration of continuity by vein graft or homo- 
logous arterial graft will effect the same result. 
However, the suitable cases for these procedures 
are few and the long term results are not yet 
known. Medical measures have assumed increas- 
ing prominence in the past five years due to the 
discovery of a variety of drugs whose ultimate 


_ action is peripheral vasodilation of existing col- 


laterals. There is no doubt that the ideal drug 
has yet to be found, but several of the recent 
products have shown some promise. It is the 
object of this paper to present the results of the 
treatment of ten cases of arteriosclerosis ob- 
literans presenting only the symptom of inter- 
mittent claudication. All cases were treated only 
with the hydrogenated ergot alkaloids to the 
exclusion of other methods of therapy. 


MopeE or ACTION 


In 1948 Stoll and Hoffmann’? succeeded in 
the hydrogenation of the natural alkaloids of 
ergot and, in 1944, Rothlin demonstrated that 
their toxicity was greatly reduced, the oxytocic 
action eliminated and that their sympatholytic 
effects were greatly enhanced. Rothlin* * also 
showed that the secondary effects of adrenaline 
can be diminished or suppressed. by these com- 
pounds. Evidence has been produced‘ that these 
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hydrogenated alkaloids of ergots (dihydroergo- 
cornine, dihydroergocristine, and dihydroergo- 
kryptine) have both a central and a peripheral 
effect. Acting on the vasomotor centre, there is a 
reduction of vascular tone with general vaso- 
dilatation and some fall in blood pressure. 
Bradycardia and a central sedative effect have 
been reported.° In the following report, the peri- 
pheral vasodilating action has been studied only 
in respect to its effect on intermittent claudica- 
tion. 


METHOD OF STUDY 


Ten patients with arteriosclerosis obliterans 
involving the leg vessels were studied in respect 
to their response to this form of treatment. Be- 
cause of the marked variation in degree of 
arterial occlusion in patients suffering from this 
condition, a standard method of investigation 
was used in respect to the assessment of each 
case. All patients were given a careful clinical 
examination, emphasizing the palpation of the 
leg pulses. These findings were checked by the 
oscillometric readings. Patients with marked 
trophic changes in the foot were not included in 
this study. A lumbar sympathetic novocaine 
block was carried out in the majority to de- 
termine the potential dilatation of the collateral 
system. An arteriogram (either femoral or aortic) 
was done in most cases to further determine the 
degree of disease and the level of main vessel 
occlusion. Each case was measured in respect 
to claudication distance on the ergometer before 
and after one, two and three months of treat- 
ment. The ergometer was used rather than the 
usual claudication distance because of its greater 
accuracy. This apparatus is a form of exercise 
tolerance test in which a standard weight is 
elevated by plantar flexion of the foot on a 
pedal. This weight is elevated sixty-four times a 
minute, the rhythm being controlled by a metro- 
nome. The drug was administered in 0.25 mgm. 
tablets placed beneath the tongue and allowed 
to dissolve. The dosage was three tablets daily 
increasing to eight daily by the end of the first 
week. Eight tablets per day were given for one 
month decreasing to five or six for the succeeding 
two months. There was a complete absence of 
toxicity. The tablets dissolved in from ten to 
twenty minutes and caused no discomfort while 
doing so. 


INTERMITTENT CLAUDICATION 





Canad. M. A. J. 
Mar. 1953, vol. 68 


RESULTS 
CasE l 


C.S., male, aged 69, complained of claudication in the 
left calf for nine months. Arterial pulsations revealed, 
Right, femoral +++, popliteal ++, posterior tibial 
+ and dorsalis pedis 0. Left, femoral +++, popliteal, 
posterior tibial and dorsalis pedis 0. Oscillometric read- 
ings in the upper calf were, Right, maximum 5.0 and 
Left, 0.25. An aortogram was technically unsatisfactory. 
Prior to therapy, his claudication distance was three to 
four city blocks and, the ergometer reading 118 before 
onset of calf pain. At the end of one month of treatment 
his claudication distance had risen to six to eight city 
blocks and, the ergometer reading was 882. At the end 
of two months he could walk 12 to 16 blocks and the 
ergometer reading was 1,000 plus. At the end of three 
months’ therapy he could walk fourteen to eighteen 
blocks and the ergometer reading was still 1,000 plus. 
His improvement could be classified as good. 


CasE 2 


H.F., male, aged 63, with intermittent claudication 
in the left calf for three months. The leg artery pulsa- 
tions revealed, Right, femoral ++-++, popliteal 
posterior tibial and dorsalis pedis ++, Left, femoral 
++, popliteal, posterior tibial and dorsalis pedis 0. 
Lumbar block a the left sympathetic chain gave a 
temperature rise in the foot of a half to one degree C. 
An aortogram showed a normal aortic shadow but 
marked arteriosclerotic involvement of the left common 
and external iliac vessels. Occlusion of the left super- 
ficial femoral occurred just distal to the profunda branch 
and the latter branch was poorly filled. The right femoral 
was completely patent to the lower extent of the picture. 
Prior to therapy, it was somewhat difficult to get him to 
be exact about his claudication distance but it was ap- 
parently several blocks. At the end of therapy he ad- 
mitted that his walking distance had doubled and that 
he was moderately improved. Prior to therapy, his ergo- 
meter reading was 288, at the end of one month 512, 
at two months 768 and three months 735. He can be 
classified as being moderately improved. 


CasE 8 


M.H., male, aged 44, gave a history of intermittent 
claudication in the left calf for six months. Palpation of 
the leg pulses showed, Right, femoral, popliteal, posterior 
tibial and dorsalis pedis ++-++. Left, femoral +--+ 
++, “amen +-+, posterior tibial ++-, dorsalis pedis 
0, oscillometric readings in the upper calf were maximum 
Right, 5.5, Left 1.5. A left lumbar sympathetic block 
ro an excellent response with a rise in the foot of five 

egrees C. A left femoral arteriogram showed the pro- 
funda femoris to be occluded one inch from its origin. 
The superficial femoral was patent but showed definite 
arteriosclerotic irregularities of the arterial shadow. The 
posterior tibial and peroneal arteries were visualized but 
the anterior tibial was blocked close to its origin. Prior 
to treatment, his claudication distance was two bloc 
and the ergometer reading 869. After one month of 
therapy his distance was still two blocks but the ergo- 
meter reading had fallen to 300. No improvement in 
symptoms resulted and consequently left lumbar sympa- 
thectomy was done. At the present time, three months 
later, the patient can walk six to eight blocks before the 
onset of mild claudication. ? 


Case 4 


V.A., male, aged 64, with claudication in the right 
calf for four months. Arterial pulsations indicated Right, 
femoral ++-++, popliteal ++, posterior tibial 0, 
dorsalis pedis ++. Left, femoral ++++, popliteal 
+++, posterior tibial and dorsalis pedis ++-. Oscillo- 
metric readings in the lower calf were Right maximum 


1.0 and Left 2.0. A right femoral arteriogram showed an 
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intact profunda femoris and superficial femoral arteries 


which however, demonstrated marked irregularities of 
the arterial wall characteristic of arteriosclerotic disease. 
Complete occlusion of the main vessel occurred at the 
level of the popliteal bifurcation. Prior to therapy, his 
claudication distance was two to three city blocks with 
an ergometer reading of 128. At the end of one month 
of therapy his claudication distance had improved to 
five to six blocks and the ergometer reading to 320. 
A similar claudication distance and ergometer reading 
persisted following the second and third month of treat- 
ment. He described himself as moderately improved. 


Case 5 


G.E., male aged 71, gave a history of claudication in 
the left calf for three months. Arterial pulsations revealed 
Right, femoral +++, popliteal ++, posterior tibial 
++, dorsalis pedis ++. Left, femoral +++, popliteal, 
posterior tibial and dorsalis pedis 0. A left lumbar sym- 
pathetic block gave a maximum temperature rise of half 
to one degree C. A left femoral arteriogram indicated a 
segmental block in the superficial femoral artery in the 
adductor canal with poor filling of the popliteal. The 
profunda femoris artery was occluded at its mouth. The 
popliteal.was plugged from the level of the knee distally. 
Characteristic arteriosclerotic changes were seen in the 
vessels visualized. The oscillometric readings in the upper 
calf were Right 1.0, Left 0. Prior to therapy, his claudi- 
cation distance was half a city block and, his ergometer 
reading was 236. At the end of one month of treatment 
his claudication distance had risen to one block and the 
ergometer reading to 312. At the end of two months of 
therapy his distance had further improved to two to three 
city blocks and the ergometer reading to 320. At the end 
of three months the distance remained the same with an 
ergometer reading of 300. The patient described his im- 
provement as slight to moderate. 


CasE 6 


R.M., male aged 55, gave a history of claudication in- 
volving the right calf for four months. Leg pulses indi- 
cated Right, femoral +++, popliteal, posterior tibial 
and dorsalis pedis 0. Left, femoral +++, popliteal 
posterior tibial and dorsalis pedis ++. Oscillometric 
we in the upper calf were Right 0.1 and Left 8.0. 
Right lumbar sympathetic block gave an excellent re- 
sponse with a rise in the foot of five degrees C. Right 
femoral arteriogram showed a normally filling profunda 
femoris arte ut complete occlusion of the superficial 
femoral in the adductor canal. Large sized collateral 
vessels descended and slight filling of the anterior and 
posterior tibial vessels could be seen in the calf. Prior 
to treatment his claudication distance was two blocks 
and the ergometer reading 64. At the end of one month 
the distance was still the same but he stated the calf pain 
disappeared more quickly on rest. The ergometer read- 
ing had risen to 96. The claudication distance remained 
the same at the end of two and three months of treat- 
ment with ergometer readings of 96 and 98. The pa- 
tient stated he was only slightly improved. 


CasE 7 


G.S., male, aged 67, had a history of claudication in- 
volving the left calf for one month. This patient had had 
a previous coronary attack. Examination of the leg 
pulses showed Right, femoral ++-++, popliteal ++, 
posterior tibial and dorsalis pedis 0. Left, femoral 
+-+-++-, popliteal posterior tibial and dorsalis pedis 0. 
The upper calf oscillometric readings were Right 2.0, 
Left, 0.0. His claudication distance before therapy was 


one block and the ergometer reading 149. At the end 
of one month of treatment he could average one and a 
half blocks with an ergometer reading of 170. His 
distance was the same at two months with a reading of 
165. At three months, his distance had risen to two to 
three ie blocks with an ergometer reading of 170. He 
describ 


himself as slightly improved. 
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Case 8 


R.L., male, aged 57, complained of claudication in the 
left calf for three years. Leg pulsations revealed Right, 
femoral, popliteal, posterior tibial and, dorsalis pedis 
+++. Left, femoral ++, popliteal +, posterior tibial 
and dorsalis pedis 0. Before treatment his claudication 
distance was four blocks and the ergometer reading 312. 
At the end of one month his distance was four to six 
city blocks and the reading 400. No follow up was pos- 
sible at two months but at the end of three months his 
distance was five to six blocks with the ergometer reading 
still 400. He described his improvement as slight to 
moderate. 


CasE 9 


G.K., male, aged 70 reported that he had suffered 
from intermittent claudication in both calves for several 
years. The leg pulses indicated Right, no pulsations in 
any of the leg vessels. Left, femoral +-+-+ but no pulsa- 
tion in the popliteal, posterior tibial or femoral. Oscillo- 
metric readings in the upper calf showed Right, 0.05, 
Left 1.2. A left femoral arteriogram demonstrated an 
irregular filling of the superficial femoral characteristic 
of arteriosclerosis. The profunda femoris artery did not 
fill and the popliteal was occluded just proximal to the 
knee joint. A few tortuous collaterals descended distally 
from this point. Before treatment, he could walk only 
one block before claudication and his ergometer reading 
was 30. At the end of a month he reported that his pain 
disappeared more quickly but his distance was the same. 
The ergometer reading was 40. At the end of two months 
his symptoms were unchanged with the reading again 
at 30. Shortly after this period the patient transferred 
to another hospital for treatment but has remained 
essentially unimproved. 


Case 10 


C.F.H., male, aged 62, presented himself with a 
history of claudication in the left calf for two months. 
The leg pulses were, Right and Left, femoral +++ but 
no pulsations distal to this level. The oscillometric read- 
ings in the upper calf were Right 1.1 and Left 0.1. 
A left femoral arteriogram was unsuccessful. Before 
treatment his claudication distance was one block and 
the ergometer reading 84. At the end of one month he 
reported improvement in his walking distance to two to 
three blocks and, the ergometer reading had increased 
to 160. Slight further improvement in distance took place 
after two months and the reading rose further to 350. 
After three months he could walk three to four blocks 
and the reading was 384. The patient states he is 
moderately improved. 


DISCUSSION 


In the evaluation of any method of therapy 
in occlusive arterial disease many factors must 
be borne in mind. Most important is the fact 
that in many cases, after gradual or sudden main 
vessel occlusion, there is a continued increase in 
calibre and carrying capacity of the proximal 
collaterai vessels. A good example of this 
capacity of the collateral system is seen in the 
young man whose superficial femoral artery is 
ligated, with disappearance of the distal pulses 
but no ensuing gangrene. In about three months 
the distal pulses can again be felt to pulsate 
normally. Consequently many a case of arterie- 
sclerosis obliterans with main vessel occlusion 








224 LuKE AND MARIEN: INTERMITTENT CLAUDICATION 


will improve spontaneously without therapy. We 
have seen this result many times. If some drug 
had been administered during this period, the 
drug would have undoubtedly been given the 
credit for the improvement and consequently a 
false conclusion reached. This fact probably ex- 
plains the initial enthusiastic reports on many 
of the vasodilating drugs which have appeared 
in the past only to find on greater experience 
that their worth was not great. However, if 
ischemic symptoms, including claudication, have 
persisted unchanged or worse for more than 
three months after onset then the results of ther- 
apy must be given more credence. 

The production of intermittent claudication is 
undoubtedly due to muscle ischemia which oc- 
curs when the vascular demand of exercise is not 
continuously met. This deficiency can be due to 
organic disease involving chiefly the muscular 
arterial branches as is probably the case in pa- 
tient No. 3 of our series where all pulses except 
the dorsalis pedis were present and yet his 
claudication was as severe as other patients who 
had no pulsations below the common femoral. 
In the latter type of individual the actual muscu- 
lar branches are probably not too severely in- 
volved but the decreased blood inflow due to a 
high level of main vessel occlusion is the chief 
factor at fault. We have been impressed with 
the function of the profunda femoris artery in 
this respect as the arteriograms have shown less 
claudication when the profunda was functioning, 
and also a better response to therapy. 

Because of all these variables, the worth of 
any generally acting drug is difficult to evaluate 
and any study to be of use must have detailed 
data on the cases presented. Of the ten patients 
studied, one declared himself greatly improved 
(10%), four moderately improved (40%), three 
slightly improved (30%) and two no improve- 
ment. From the point of view of the ergometer 
readings, improvement took place in eight cases 
ranging from 16 to 900%. In the two cases who 
were not improved, the ergometer readings were 
not increased or actually lowered. In general, the 
actual claudication distance paralleled the ergo- 
meter findings and the percentage of clinical im- 
provement or lack of improvement was reflected 
by these readings. 

This study has been made on successive cases 
of intermittent claudication as they appeared at 
the hospital or private office. The authors were 
completely unbiased and in fact were somewhat 
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skeptical in respect to this group of drugs be- 
cause of the disappointing results in cases where 
other vasodilating agents had been used. How- 
ever the results indicate that the hydrogenated 
alkaloids of ergot would appear to be beneficial 
in the majority of cases of intermittent claudica- 
tion (80% slightly to greatly improved) and it is 
our belief that these compounds are the best at 
present on the market. 


SUMMARY 


1. A discussion of the symptomatology, clinical 
findings and mechanism of intermittent claudica- 
tion in cases of arteriosclerosis obliterans is 
presented. 


2. A detailed clinical study of ten cases of 
intermittent claudication in arteriosclerotic, non- 
diabetic males has been done. This study in- 
cluded clinical examination of the leg pulses, 
oscillometric readings, lumbar sympathetic block 
and arteriography. A check on the progress of 
therapy was done by a measurement of the 
claudication distance and the use of the ergo- 
meter. | 


3. Sublingual tablets of the hydrogenated 
alkaloids of ergot were given each case for three 
months and, the effect on symptoms measured. 
Eight cases showed slight to great improvement 
and two were unimproved. 


4. It is the authors’ belief that these com- 
pounds are the best medical therapy at present 
available for the treatment of intermittent 
claudication. 
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THE MANUSCRIPT 


One of the greatest faults in medical writing is 
verbosity. Strive for simplicity. Remember that almost 
all great medical discoveries were reported in articles of 
less than three thousand words. Avoid medical jargon, 


“Cases” do not hemorrhage, nor are they “x-rayed, 
eae: or “operated”. Beware of the, that, and, 
but, which, and since. They multiply like bacteria. Make 
all corrections on your manuscript. To change one word 
in the galley may necessitate resetting an entire para- 
graph.—M. B. Wesson, J. Urol., 65: 507, 1951. 
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GOLD THERAPY IN 
RHEUMATOID ARTHRITIS 
IN: PRIVATE PRACTICE 


THOMAS E. NUGENT, M.D., 
F. WARREN NUGENT, M.D. and 
FRANK B. O’NEIL, M.D., Bath, N.B. 


One oF us (T.E.N.), has followed the vagaries 
in the treatment of rheumatoid arthritis since 
1936 and, in turn, has used most of them: Bee 
venom, Crowe's vaccine, hormone therapy, mas- 
sive vitamin therapy, gold therapy (1947-1949), 
cortisone 1950, and midway in 1950 back to gold 
again. 

Now, in 1952, it is our opinion, (a) that gold 
is the best available agent for the treatment of 
the rheumatoid arthritic and that in properly 
selected cases it produces a higher percentage 
of remissions than the current literature indi- 
cates. (b) That toxic manifestations from its use 
are not too common when there is careful selec- 
tion of patients and when simple laboratory tests 
are used before each injection. (c) That chryso- 
therapy can conveniently and safely be made a 
part of general office routine. 

We here report and discuss twenty-nine cases 
under the headings: (1) Outline of treatment. (2) 
Toxicity. (3) Results. 


OUTLINE OF TREATMENT 


Diagnosis.—Clinically, we are satisfied if the 
patient presents a progressive poly-arthritis with 
muscle wasting and peri-articular thickening. 
Subcutaneous nodules and marked small joint 
crippling, when seen, complete the picture. With 
these findings a fast (i.e., Cutler tube: 30 mm. or 
more in first 30 minutes) sedimentation rate cor- 
roborates the diagnosis. 

Screening of patients.—Treatment is withheld 
in nephritis, in liver damage and in pregnancy. 
The “burnt-out arthritic” should not be treated, 
i.e.; the anzemic poly-arthritic who has lived with 
his arthritis for decades and whose sedimenta- 
tion rate is normal. This is the type of case in 
which gold is highly toxic. Nor will gold help 
here, and a failure may prevent other badly 
crippled cases, in the active phase, from present- 
ing themselves for treatment. Finally gold is of 
no value in osteo-arthritis. 

Indoctrination of patient.—This, to us, is of 
major importance. Remember that from here on 
we are speaking of screened cases, cases with a 
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proved active rheumatoid arthritis. Remember, 
too, that the rheumatoid arthritic is harbouring 
a disease which seems to have a definite psychic 
component evidenced by depression of greater 
or lesser severity. He has been battered about 
from treatment to treatment and looks on life 
through rheumy eyes. He wants help for his 
arthritis but fears that the suggested treatment 
may be just another fiasco. 

Therefore the pros and cons of treatment must 
be discussed with the patient in detail: length of 
treatment; cost of treatment; remission rate; im- 
provement rate; toxicity in all its various mani- 
festations; precautions against toxic reactions; 
recurrences. Time and patience must be ex- 
pended to give him the full picture. Such in- 
doctrination we find gives us a co-operating pa- 
tient who can be carried over the inevitable ups 
and down before improvement or remission is 
secured. 

General hygiene.—A hypochromic microcytic 
anemia seems to be a constant concomitant. To 
correct this is not easy. Neither iron nor liver 
seems to change the picture materially. We are 
just now, beginning the use of whole blood (500 
c.c.) early in treatment. This seems to be the 
answer. Multiple avitaminosis is a moot question. 
Most patients on their first visit seem to be tak- 
ing vitamin capsules anyway. We do not dis- 
continue them. 

Physiotherapy. — Physiological rest of the 
affected joints, supervised exercise of the 
affected joints, heat to the affected joints for 
symptomatic relief, these are the essentials. It 
requires little ingenuity to improvise these aids 
in the home, the patient meanwhile maintaining 
whatever degree of activity their damaged 
joints, progressively, allow them. 

Choice of preparation.—We first used gold 
sodium thiosulfate, but discontinued it because 
of intense pain at the site of injection in many 
cases. This pain persisted for 12 to 48 hours. 
We now use Myochrisin which seems to be pain- 
less. 

Preinjection precautions.—The skin and mucous 
membranes are examined. Complete urinalysis is 
done. Albuminuria and red blood cells are the 
danger signs. If either occurs it may be coinci- 
dental (particularly in females) or, it may be a 
toxic manifestation. Therefore we omit the injec- 
tion that week and repeat the urinalysis in seven 
days. In the course of over 900 injections we 
have seen red cells and, or, traces of albumen 
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many times, usually in females, but in no one 
case have these findings carried over into the 
second week. We therefore consider them co- 
incidental. When it was necessary to withdraw 
gold for a week, sterile water was injected, the 
mental equilibrium of the arthritis being easily 
disturbed. White cell counts are done every 2nd 
or 3rd week. A marked leukopenia is the danger 
signal. We have not yet seen it occur. If ab- 
normalities of skin or mucous membrane are 
seen we attempt to assess whether they are co- 
incidental or evidences of gold toxicity. 

Dosage.—First and second doses of 25 mgm. 
weekly are administered; then 50 mgm. weekly 
until a total of 1,000 mgm. has been given; then 
50 mgm. monthly as long as the patient will re- 
turn. This last because of the danger of re- 
currence reported in the literature. 


TOxICITY 


(a) Manifestations.—These are said to be skin 
eruptions, stomatitis, conjunctivitis, gold bron- 
chitis, enteritis, hepatitis with jaundice, acute 
nephritis, and agranulocytosis. Of these, skin 
and mucous membrane eruptions are much the 
commonest. 

(b) Incidence.—The frequency of reaction as 
reported in the literature is truly frightening. 
Cecil et al. (1942) and Furlong (1942) 81%, 
Short (1942) 42%, Fletcher et al. (1943) 54%. 
However, the Report of the American Rheumat- 
ism Association (April 1949) states, “Toxic re- 
actions occur in from 10 to 20% of cases.” Our 
observations more closely approximate this 
figure: 


TABLE I. 





INCIDENCE OF Toxic REACTIONS 








CE WORD ov ccc ce drces teow wees 29 
Moderate reactions (dermatitis and mucous 

INES dink willeckn b4k ance ie 
Minor reactions (dermatitis) .......... 
ee eee a eee 





The reaction which we describe as moderate 
was a generalized eczematous dermatitis with 
some stomatitis. The signs appeared suddenly 
two days after the fifth injection. The case in 
which this reaction occurred perhaps should not 
have been treated, as it approximated the “burnt 
out” stage of the disease, i.e., advanced poly- 
arthritis in a patient aged 58 who had had her 
disease for 12 years and whose sedimentation 
rate was a slow 24 mm. In this case treatment 
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was discontinued and the skin returned to 
normal in two weeks. However, re skin reactions 
we know that the dreaded exfoliative dermatitis 
does occur and for this reason we keep B.A.L. 
always at hand. As yet we have had no occasion 
to use it. 

The “mild” reaction exhibited a generalized 
although transient erythematous dermatitis with- 
out stomatitis. It occurred suddenly after the 
fifteenth injection. As what was considered to 
be maximum improvement had already been 
attained treatment was discontinued. 

We have noted frequently an exacerbation of 
joint pain occurring the day following the injec- 
tion and persisting about twelve hours. The pain 
is not so severe that simple analgesics will not 
relieve it. Such exacerbation of pain seems. only 
to be associated with the first five or six injec- 
tions, we have not seen it occur later in the 
course. This occurrence may be a toxic mani- 
festation, we cannot be sure, if so, it is seemingly 
unimportant. 














TABLE II. 
SUMMARY OF RESULTS 
I I ak le ts 29 
PRCTBEIING 5.55. 6) Six sates ec ome nlea 17—58.9% 
ES ade s Ved Cusine wes 9—30.8% 
RO al ti aie ue ee 38—10.4% 





In this discussion of toxicity we feel that we 
should suggest that the earlier workers may have 
been interpreting coincidental abnormalities as 
toxic reactions. If the normal individual were 
subjected to rigorous examination of the skin 
and mucous membranes weekly for a period of 
five months, would not some transient abnor- 
mality be found at some time in every case? 


DISCUSSION 


In this series in which all patients had fast 
sedimentation rates it was noted that the extent 
of disability seemed to bear no relationship to 
the desired end-result, remission. We have seen 
polyarthritic cripples regain complete joint func- 
tion in four months. Conversely we have seen 
cases with only two or three metacarpophalan- 
geal joints affected who have attained only 
marked improvement, but not remission, in the 
same time period. We have noted that those 
cases who obtain the greatest improvement in 
the first six weeks are most likely to attain com- 
plete remission. Other writers have stressed that 
the hope of remission or marked improvement 
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varies in inverse ratio to the length of time the 
patient has. had the disease. If the sedimentation 
rate be fast, irrespective of how long the patient 
had harboured the disease, our findings do not 
allow us to agree with this statement. It was 
further noted that with remissions the sedimen- 
tation rate returned to a slow normal (Cutler 
tube—not more than 10 mm. in first 30 minutes). 

We can offer no figures on recurrence fate. 
In this series as yet too recent to assess (1950 on) 
we have had one. This case is now improving, 
but very slowly, on a second course. 


SUMMARY. 


1. 29 cases of rheumatoid arthritis treated with 
myochrisin are reviewed. 

2. The improvement and, or remission rate 
was 89%. 

3. The incidence of toxic reactions was 6.6%. 

4. The complete failure rate was 10.4%. 

5. As only the simplest laboratory tests are re- 
quired to follow treatment, we suggest that 
chrysotherapy can easily be made a part of 
general office routine. 


RESUME 


L’or est le meilleur moyen de traitement de l’arthrite 
rhumatoide et lorsqu’il est employé a bon escient dans 
des cas choisis il produit un plus haut pourcentage de 
rémissions que ne | indique la littérature. Sa toxicité n’est 
pas trop fréquente lorsque les patients sont bien choisis. 

Le diagnostic d’Arthrite rheumatoide est porté lorsque 
de patient présente une polyarthrite progressive avec 
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toute musculaire et épaississement périarticulaire; une 
sédimentation élevée confirme le diagnostic. L’arthritique 
rendu au stade terminal de méme que les néphritiques, 
les hépatiques et les femmes enceintes ne sont pas 
traités. Comme le rhumatisant a un psychisme spécial 
& cause de la chronicité de sa maladie et des faillites 
antérieures des traitements qu'il a pu avoir, les avantages 
et désavantages du traitement doivent lui étre exposés 
de méme que sa longueur, sont codt, le taux de rémis- 
sion qu'il peut amener, sa toxicité, les précautions qu'il 
faut prendre et les rechutes qui peuvent subvenir. Les 
transfusions corrigent l’anémie. Le repos, les exercices 
sous surveillance et la chaleur sont importants. Le thio- 
sulfate sodique d’or a été remplacé par la Myochrisine 
car il causait trop de douleurs. Comme précautions, 
avant linjection, Ta peau et les muqueuses sont ex- 
aminées, l’analyse d’urine est faite et si lon y trouve 
du sang et de l’albumine il y a peut-étre réaction de 
toxicité, alors l’injection n’est pas donnée et l’analyse 
est refaite sept jours plus tard. Le comptage des globules 
blancs est fait toutes les 2 ou 3 semaines pour chercher 
sil y a leucopénie. L’or est administré une fois la 
semaine, 25 mgm, les deux premiéres semaines puis 50 
mgm par semaine jusqu’A se qu'un gramme ait été 
donné, puis 50 mgm par mois. 

Les éruptions cutanées, stomatites, conjonctivites, 
bronchites, entérites, hépatites avec ictére, néphrites 
aigues et agranulocytoses sont les réactions toxiques rap- 
portées dans la littérature. L’incidence rapportée varie 
beaucoup. 

Dans cette série de 29 cas ayant recu 900 injections, 
le pourcentage de réactions toxiques a été de 6.6%, ce 
qui se rapproche du 10 4 20% rapporté par |’Association 
Américaine du Rhumatisme. Les réactions observées 
neurent pas de conséquences facheuses. Souvent il y a 
exacerbation de la douleur pendant une douzaine 
dheures le lendemain de l’injection, ceci pour les 5 ou 6 
premiéres injections. Les analgésiques la soulagent bien. 
Dans cette série il y eut 17 rémissions, 9 améliorations 
et 3 échecs. 

L’étendue et la gravité de la maladie n’ont pas permis 
de prévoir les résultats du traitement dans cette série 
de patients. A présent aucun commentaire ne peut étre 
fait sur le taux de rechutes 4 cause du manque de recul. 
La chrysothérapie peut facilement étre faite au bureau 
du médecin. 





CARDIAC STANDSTILL*® 


GORDON MURRAY, M.D., F.R.C.S.[C.], 
F.R.C.S.(Eng.), Torento 


AspHyxiA, from the Greek word meaning pulse- 
less, is the older version of “cardiac standstill” 
which has received so much attention in recent 
years. 

Raising the dead to life, as recorded in Bibli- 
cal times, stood as proof of supernatural powers, 
and there are the legendary cases of apparent 
death or inanimation like Brunhilde, the Sleep- 
ing Beauty, Lazarus and so on, who spon- 
taneously in response to emotional stimulation 
were restored to life. The reports by the 
Russians of teams on the battle field, reviving 
the dead, fire the imagination, but now we have 


*Read before the British Medical Association, Australian 
Section, Sydney, Australia, July, 1951 





authenticated reports of hundreds who have 
been -restored to life from death by cardiac 
massage. In past generations there were the 
many operating room dramas where death under 
anesthesia seemed certain, but with the staging 
of the common stirring operating-room-scene of 
vigorous artificial respiration and nursing hand- 
springs, life can now be restored. 

It is not known if under these conditions there 
is complete cardiac standstill or if the heart in 
standstill will again resume function following 
such measures. In cases of Stokes-Adams syn- 
drome, there is electrocardiographic proof of 
standstill, where, if the patient’s luck is in, the 
heart will resume function. Nowadays, when the 
surgeons so often have the heart under observa- 
tion, where by manipulation they may cause 
standstill, more information is being accumu- 
lated and amongst them it is the general impres- 
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sion that standstill, to say the least, is a bit 
ominous and to me has a curiously close associa- 
tion with the word coroner. 


The results from treatment for this acute 
tragedy depend almost wholly on the early 
institution of treatment and this depends 
entirely on the early recognition of the emer- 
gency. If the heart is exposed this responsibility 
rests usually with the surgeon, who frequently 
is in a position for keeping check on the general 
condition of the patient. If in the abdomen, 
palpation of the aorta or other large vessels im- 
mediately gives some indication regarding the 
state of affairs. Otherwise this responsibility rests 
almost entirely on the anesthetist. It might be 
said that in all cases the anesthetist, if alert, 
should see the approach of this tragedy. Changes 
in blood pressure, pulse rate and vigour, colour 
of the patient, respiratory phase, etc., usually are 
present to warn the wary. Too often these dis- 
asters are preceded by the picture, in an other- 
wise smooth running operating room, of the in- 
attentive, indifferent anzsthetist who is not 
aware of the minute by minute condition of the 
patient. Perhaps this should be changed to 
quarter minute records. That is why during the 
critical period of some operations, I insist on a 
two minute report to me by the anesthetist. It 
tells me he is on the job and necessitates him 
taking adequate care and making the necessary 
observations. By my insistence on these frequent 
and careful observations by the anesthetist I 
hope to eliminate many cases of this catastrophe, 
but if it should still occur, to benefit by prompt 
attention. Results show that with early recogni- 
tion and active treatment with massage, there is 
recovery in from 33 to 50 to 80% in different 
groups reported. Surgeons and anesthetists 
alike must constantly keep in mind that while the 
patient is under anesthesia, his life is entirely in 
their control and nothing must be left undone 
to insure its survival. 


While it is recorded that when Hezekiah 
observed the battle going against him his great 
heart failed, and in other fairly well authenti- 
cated cases patients have died from grief, still, 
by and large, we can take reassurance from the 
fact that the heart does not stop from perversity 
or from other trivial causes. The heart is the 
toughest, strongest, most persistent and tenacious 
organ in the body, and carries on and adapts 
itself, against almost any odds, often without 
support of other organs. How often have all 





Canad. M. A. J. 
Mar. 1953, vol. 68 


other functions ceased and the heart continues, 
for a surprising length of time, to beat. I con- 
tend, therefore, that one can count on the heart 
doing its part beyond almost all provocation. It 
behooves us to know what are the final insults 
or conditions beyond which it does not continue. 
In the light of present knowledge it is known 
that the heart cannot stand anoxia for a long 
period. The favourite ways in modern times of 
producing this effect are by hanging, electrocu- 
tion, throttling, drowning, and so on, most of 
which lie outside our province except in the 
case of some of the accidents. However, it must 
be recalled that rarely in ordinary life does 
cardiac. standstill occur, except following such 
accidents, but immediately an anesthetic has 
been given, the whole situation is changed. 
Every anesthetic is a poison and if pushed be- 
yond a certain point of safety, the effect in all is 
cardiac standstill. Other drugs used in conjunc- 
tion with or apart from anesthesia produce 
similar effects and it is the physician’s responsi- 
bility to administer these according to their 
known pharmacological effects. There are other 
effects which are ominous, namely hypoterision, 
respiratory obstruction, and respiratory depres- 
sion; idiosyncrasy to drugs must be watched 
for; the effects following brain injury, hemor- 
rhage, etc., where the pressure can go down to 
a point where cardiac anoxia is the important 
feature and resuscitation must be aimed directly 
at the precipitating factors. It has been suggested 
that rarely will the heart stop unless it is 
poisoned or deprived of oxygen, but the other 
important cause for trouble is direct handling 
of the heart. In recent years, with the increase 
in heart surgery, this has become a more im- 
portant feature and probably this has been re- 
sponsible in part for bringing this phase of medi- 
cine into the limelight. 
The physiology of the heart beat must be re- 
called in considering its response to stimuli. The 
heart is designed to respond to a stimulus for 
the purpose of ejecting a load of blood to keep 
up the circulation, and it is protected by a latent 
period so that it may receive another load of 
blood to deliver. If, however, repeated stintuli 
or constant stimulation are applied to keep it 
responding before it has received a load to 
deliver, the circulation will fail, coronary pres- 
sure will fall and the heart will suffer. from 
anoxia. During operations on the heart or handl- 
ing of this organ, its natural response to any form 
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of stimulation is an extra systole. If these extra 
systoles are. being aroused too frequently, con- 
tinuation of this stimulation may easily throw it 
into cardiac standstill or fibrillation. The simple 
precaution under these conditions is to cease 
the stimulation until the heart has had time to 
recover its poise and equilibrium, when further 
manipulations can be undertaken with safety. 
If such manipulation of the heart itself is neces- 
sary, the reactivity to these stimuli can be 
diminished by novocaine (125 to 200 mgm.) 
given intravenously and on all occasions on which 
I have proposed entering the ventricles, procaine 
is given intravenously until it can be demon- 
strated that the heart reacts less to such stimula- 
tion. 


TREATMENT 


I have tried to emphasize that the most im- 
portant of all points in relation to cardiac 
standstill is to be aware of its approach and the 
conditions which may lead to such a catastrophe. 
Under most conditions, if it is under careful 
observation, the tragedy can be avoided and a 
stitch in time will change the whole prospect 
for the next few minutes. If, however, cardiac 
standstill has developed, or if to the horror of 
all it has been discovered, then there is a good 
deal of experimental and clinical evidence to 
show it is not a hopeless condition and if treat- 
ment is undertaken within good time, there are 
fairly good prospects of recovery. 

Numerous investigators have produced fibrilla- 
tion and standstill experimentally in animals and 
have devised various ways for its treatment. The 
first attempt at cardiac massage in man was per- 
formed in 1889 by Nichaus. The first successful 
case was in 1901 by Inelsrud. Later Starling and 
Lane' published a successful case in 1902. 
Kountz? studied the viability of human hearts 
after death and found that he was able to revive 
65 out of 127 hearts, some of which had been 
procured five to six hours after death. One has 
observed at post mortem examinations when 
death had occurred the day before, that on 
opening the pericardium the first touch of the 
heart may cause a contraction. All of which sug- 
gests that the heart is ready and is capable of 
responding to stimulation perhaps for many 
hours after cardiac standstill, but while a 
systolic contraction is possible, the conditions 
under which it would be possible for this heart 
to revive and go to work again. must be very 
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carefully staged. In various reports, the time 
interval following cardiac standstill and the 
relation to recovery have been reported. In 350 
cases if adequate measures for resuscitation were 
taken within 5 minutes, there was 85% recovery. 
In the interval between 5 and 15 minutes, the 
recovery rate fell to 33%. On the average it 
would seem that if measures are undertaken 
within a fairly short period of time, a recovery 
rate of about 50% can be expected. 


Experimentally many drugs have been tested 
to see what might give the best response in the 
way of restoring cardiac activity. It has been 
shown that procaine, while useful in preventing 
the heart being too excitable is not without its 
dangerous side effects. Experimentally, it seemed 
that after fibrillation had been reduced to stand- 
still, the procaine tended to interfere with the 
initiation of spontaneous cardiac systole. Po- 
tassium chloride, used by Wiggers* to stop the 
fibrillation, was only moderately successful. 
Barium chloride 2 to 4 c.c. of a 44% solution into 
the heart was fairly good, but not quite as good 
as epinephrine 1/1,000 1% c.c. The best response 
experimentally and clinically was obtained by 
calcium chloride 10% solution in 3 to 4 cc. 
dosage given into the cavity of the left ventricle. 
Isopropolepinephrine 1 c.c. of 1/25,000 to 1/500 
solution gave good results but no better than 
calcium and not much better than epinephrine. 


Perhaps if there is cardiac standstill and the 
chest is not opened, the best plan is to put in 2 
to 4 c.c. of the calcium chloride 10% solution, 
directly through the chest wall into the left 
ventricle. If there is not an immediate response, 
then cardiac massage should be applied very 
quickly, because it has been shown by Wein- 
berger and Gibbon‘ that complete cardiac 
arrest for more than three minutes and twenty- 
five seconds will give irreparable brain damage. 

The methods of application of cardiac massage 
would then depend on: (1) If there has been no 
incision. Under these conditions, the best plan 
is to make an adequate incision in the fourth left 
intercostal space, reaching to the border of the 
sternum. If the field has not been prepared, in 
these urgent situations a scalpel should be taken 
and the bare hands used, regardless of antisepsis. 
If, however, there is more time or preparation 
has been done, antisepsis is, of course, desirable. 
When the ribs have been spread, or better frac- 
tured, above and below, the hand is thrust 
through the chest pressing the lung aside and on 
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reaching the mediastinum, the heart is com- 
pressed from behind forward against the ster- 
num. If, under favourable conditions and the 
cardiac standstill is of short duration, a few 
compressions of the heart may restore the circu- 
lation. If, however, it is more obstinate, after the 
drugs have been given, with no response, and 
massage has been continued for a short time 
without response, it is advisable to open the peri- 
cardium. This is not easy to do without a wider 
chest exposure and is not easy unless some 
preparation has been made, but if the peri- 
cardium is opened, the hands should be placed 
through the opening and behind the heart and 
from that position it is compressed from behind 
forward against the sternum. It is recommended 
that it should be massaged at the rate of 50 to 
70 per minute. If there should be a faint systolic 
response, the compression should be applied 
immediately the systole is palpated, not in the 
interval between. The cardiac massage is said to 
be effective when the anesthetist can register a 
blood pressure of from 50 to 80 in the extremi- 
ties and when the pulse can be felt in the peri- 
phery. This massage should be continued for an 
hour or more. The recovery cases have averaged 
between a few seconds and up to 80 minutes 
after the institution of massage. 


2. The next possibility; if the surgeon should 
have made an abdominal incision. He immedi- 
ately can confirm the presence of asystole by 
palpation of the aorta or through the dia- 
phragm, to feel if there is heart action. If not, 
the immediate response should be to compress 
the heart from behind forward through the dia- 
phragm, hoping with a few stimuli applied early, 
the result may be obtained. If not, the dia- 
phragm should be incised by turning down the 
left lobe of the liver, going directly through the 
tendinous central portion including the peri- 
cardium when the hand can be inserted behind 
the heart and the heart compressed from behind 
forward against the sternum. 


3. If the surgeon should be working within 
the chest, and most of these cases occur while 
dealing with the heart itself, then the methods 
depend on whether the pericardium is opened or 
not. If not, the heart can be compressed through 
the pericardium from behind forward against 
the sternum. If this is not effective, it is better 
to open the pericardium immediately and the 
best massage is provided by placing one hand 
behind and the other in front of the heart by 





Canad. M. A. J. 
Mar. 1953, vol. 68 


which it can be most completely and gently 
emptied. The massage rate and the continuation 
should be as indicated earlier. 


While this is going on, after drugs have been 
given, other measures can be added to make 
resuscitation more effective. Compression of the 
aorta with the fingers beyond the origin of the 
carotid artery or the left subclavian will make 
the cardiac massage more effective in restoring 
coronary and cerebral circulation. Arterial or 
aortic transfusion of blood will further improve 
the effect and raise the pressure in the aorta. 
Intravenous transfusion is of some benefit when 
massage is underway because the cardiac return 
is favoured in this way. 

To these methods may be added attempts at 
defibrillation by electrical stimulation. The 
usual course of events in cardiac standstill is 
that there is increasing evidence of the lack of 
cardiac function, with the general condition of 
the patient declining, with a fall in blood pres- 
sure, vigour of pulse and so on. Or, if the heart is 
being manipulated, the effect is to produce 
extra-systoles, until under both conditions the 
heart goes into standstill. This may be followed 
in a short time by ventricular fibrillation. The 
ultimate effect is the lack of ventricular systole, 
allowing a disastrous drop to zero of blood 
pressure following which death must certainly 
ensue in a short time if healthy conditions can- 
not be restored. 


When the methods indicated have been ap- 
plied and have not yielded results, the use of an 
electric current will sometimes be useful. The 
defibrillator is one delivering one and a half 
amperes at about 130 volts, 60 cycle. This can 
be applied to the heart for up to one second. 
Another method is to apply two electrodes, 
(brass cups covered with gauze soaked in saline), 
one to each ventricle and through this, pass a 
current of this nature, for a third of a second, 
repeated in rapid succession. This may stop.a 
fibrillating heart and place it in standstill, fol- 
lowing which by massage a regular rhythm may, 
with luck, be restored. The application of the 
pace-maker® which delivers a stimulus at a rega- 
lar cardiac rhythm may be successful in some. 
The disadvantages of these methods of stimula- 
tion are indicated in the post mortem results’ in 
experimental animals where it is shown that 
three to twenty days following the application 
of the electrode ‘there were small burns one 
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millimetre deep on the surface of the heart at 
the site of application of these electrodes. It is 
advised that before using electrical stimulation 
the heart should be massaged vigorously until it 
is fairly well emptied and the colour and pulse 
have been restored. After a minute or two of this, 
the electrode may be applied and the shock 
given, following which if the beat has not been 
restored further massage should be continued. 
This can be repeated several times, although it 
is not without its dangers. 
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SUMMARY 


There is no question that many cases of 
cardiac standstill are the result of carelessness, 
and the best treatment is adequate care which 
will ward off and prevent this dire tragedy. If 
standstill has occurred or is discovered, the 
measures for applying resuscitation have been 
discussed. 
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OUTBREAK OF TUBERCULOSIS 
-.IN A COMMUNITY 


G. E. MADDISON, M.D., C.M., D.P.H., 
Saint John, N.B. 
C. C. BAIRD, M.D., C.M., Chipman, N.B. 


AN OUTBREAK of acute tuberculous infection has 
occurred in and about a small village in New 
Brunswick during the past 12 months. The 
village and adjacent parish has a population of 
about 1,550 people. Medically, the area is served 
by one physician who resides in the village. 
There are no hospital or x-ray facilities, the near- 
est being sixteen miles away. 

The village is the centre of a long established 
lumbering and farming community of average 
economic standard. There are no apparent factors 
in the area which would seemingly facilitate the 
spread of an infection in epidemic form; i.e., 
there are no industrial or obvious unsanitary 
factors involved. The schools, where cases de- 
veloped, are modern; one building houses grades 
1 to 6 and the Regional High School, in another 
part of the village, is a most modern building, 
constructed only within the past year. 

The first evidence of an outbreak of infection 
was the occurrence of twelve cases of erythema 
nodosum during the last three calendar months 
of 1951. Fifteen cases of pleurisy with effusion 
occurred in a six-month period of late 1951 and 
early 1952. There have been cases of active 
pulmonary tuberculosis, in addition,—varying 
from minimal to far advanced during the past 
year—all but two within the past eight months. 

The erythema nodosum was the first indica- 
tion of the outbreak. 


A review of some of the recent literature sug- 
gests that erythema nodosum is not regarded as 
a specific disease. Middlemiss' states: “It is 
generally agreed that erythema nodosum is not 
a specific disease but is a non-specific reaction to 
various infectious and toxic agents.” “It occurs 
most commonly in association with primary 
tuberculous infection. It is believed that in 
England the possibility of primary tuberculosis 
must be considered in all cases of ervthema 
nodosum until some other etiologic factor is 
demonstrated or proved.” However, an editor's 
note on this article states there is a marked dis- 
crepancy between findings in .Britain and 
America regarding the relation of erythema 
nodosum to tuberculosis. He states that in 
America tuberculous infection seems rarely to be 
the cause. ; 

In this outbreak; it would seem that we are 
dealing with tuberculous infection as the cause 
of the erythema nodosum. There has not been 
an outbreak of erythema nodosum in this area 
in the past twelve years. There have been three 
cases in the last ten years, all in adult women. 

The twelve cases of erythema nodosum de- 
veloped in a period of three months; eight of 
them or 66% were in school children—five of 
them from one of the grade nine school classes; 
five were girls ages 14 and 15 while the other 
three were boys ages 13, 14 and 15 years. The 
remaining four cases were females—two house- 
wives in their 40’s and two clerks in their 20's. 
Of these twelve cases, 75% were females. 

The general symptoms of these cases of ery- 
thema nodosum were similar in the early stages 
to that of the common cold—slight fever, nasal 
discharge and slight cough. The rash did not 
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appear until after the onset of fever, and in most 
cases the temperature became further elevated 
when the rash appeared, rising to 103° in some 
cases. Drugs such as penicillin and aureomycin 
had no apparent effect on the fever. The rash 
varied from a few spots on each leg, tibial 
surface, to numerous spots; in three cases the 
rash was on the arms as well as the legs, from 
elbow to wrist. The erythematous macular to 
papular rash was somewhat elevated with some 
induration and there was marked tenderness 
over the areas of the rash; the colour varied from 
crimson to purplish and black and blue. The 
duration of the rash varied from a few days to 
three or four weeks. Though the tuberculin 
status of these twelve cases was not known prior 
to their illness, all but two are now patch test 
positive. (The two cases, adult females ages 45 
and 42, have not yet been skin tested.) 

During subsequent months, four of these 
cases of erythema nodosum have developed 
x-ray evidence of pulmonary infiltration—three 
in 15-year-old school girls, one a 20-year-old 
clerk; two of them have entered sanatoria for 
treatment. There has so far been no apparent 
relation between the severity of the rash and the 
eventual development of a tuberculous lesion. 

Geographically, the majority of the cases of 
erythema nodosum lived in a part of the village 
where an open active case of pulmonary tuber- 
culosis had been found about June, 1951. Five 
of the twelve cases were students in one high- 
school class room where later a former student 
was found to be an open case of pulmonary 
tuberculosis. 


Pleurisy with effusion.—Seventeen cases of 
pleurisy with effusion have developed in the 
village since September 1951. All of the cases 
have been diagnosed by history, physical find- 
ings, x-ray, and twelve of them by sanatorium 
examination of the fluid. Half of the cases of 
pleurisy were in school children—equal numbers 
of girls and boys. The adults were divided as to 
sex. 

Investigation.—The cases of erythema nodosum 
appeared from late October 1951 onward. As 
soon as the number of cases was realized to- 
gether with two early cases of pleurisy with 
effusion, the Division of Tuberculosis control of 
the Province was asked to assist in locating the 
sources of infection. The actual investigative 
work could not start because of the proximity of 
holidays until the second week of January 1952. 
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The first step was to tuberculin test all the chil- 
dren in the school classes, grades 1 to 9 inclusive, 
some 483 children. (Patch testing was the most 
expedient method that could be used.) 

Of the 483 children tested, 111 were found to 
be positive—about 23%. This immediately 
seemed to be a much higher rate than would be 
expected to be found in a semi-rural school popu- 
lation. The results tabulated by age-group or 
class showed an increasing number of the posi- 
tives in the older ages or higher grades. The 
number of positives increased sharply in the high 
school classes which was in a new high school 
building, comprising grades 7 to 12 inclusive. 
There were two grade 9 classes: class 9A had 
nine children (ages 14 and 15) positive out of a 
class of twenty-one, or 43%; while class 9B in 
which there were 18 students (ages 14 and 15), 
100% were patch positive. 

One week after the patch testing, mobile x-ray 
equipment was sent to the village and in 214 
days of operation, examined by means of 70 mm. 
film, 1,611 people. In view of the fact that the 
population of the village and parish is only about 
1,500, the number attending the survey indicates 
the extent to which the community was aroused. 

The listing below provides the results of the 
interpretation of these survey films: 


TABLE I. 
Pema WE TENG WAIN. io oc si as we eee ve phe 1,611 
Pulmonary tuberculosis, questionably active.. 5 
ONE: ee eee 2 
(b) Moderately advanced.... 1 
(c) Far advanced........... 2 
Pulmonary tuberculosis, inactive........... 1 
OR SO Ea eer mere 1 
Sg ied, argh a Gee NC & ah 3 
eo eer 6 
aN a a ee a aie ae ay 7 
Non-tuberculous abnormalities............. 8 
Films non-interpretable................... 50 





Of the five cases considered questionably 
active, four were found on further investigation 
to be in need of treatment and were at once 
admitted to sanatoria. The fifth case is still under 
observation. Two of the four were bacillary. 

The three pleural effusion cases were sub- 
sequently admitted to treatment. 

The seven suspicious cases were clinically 
examined and two (boys ages 13 and 10) were 
found to have early infiltrative disease, diag- 
nosed tuberculous. 

Therefore of the group examined, nine persons 
were found to have disease requiring immediate 
treatment. f 
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The feature of this survey was the finding 
that one of the cases of far advanced pulmonary 
disease was a fifteen-year-old boy who had at- 
tended school Grade 9B (where all pupils were 
patch positive) all of the autumn term; though 
his disease was bilateral with several large 
cavities and positive sputum, he left school at 
the end of the first term and went to work as a 
labourer. This boy was considered to be the 
likely source of infection for the school children. 


The other case of far advanced disease which 
had positive sputum was found in an older 
woman who lived outside this town in an ad- 
jacent area. 


As soon as possible after this examination, a 
clinical examination of the suspects and some 
not previously examined was made. An addi- 
tional 100 people who had not attended the 
previous survey came for small films. At this 
time, one former patient who lived outside the 
village was found to have re-converted to posi- 
tive sputum and was re-admitted to sanatorium. 
Two boys who had a suspicious lesion at an 
earlier examination were considered in need of 
institutional treatment and referred. 


Three months later (June 5 to 7, 1952) an- 
other visit of the survey unit was made to the 
village together with the clinical examination 
of former and new suspects. At this survey, some 
1,533 people attended. The results of this survey 
are as below: 





TABLE II. 
Total number of films taken. .................. 1,533 
Pulmonary tuberculosis, questionably active.. .4 

Ce Poe's Nisan sree ak 

(b) Moderatly advanced..... 2 
| A Ae eee eee 1 
PUTIN SEUNNIE Sis oe i ietek waar cin 1 RSige 4 
PND si isicskin <gioaiin vee Whine oa «eR AER 9 
Other abnownaniitieg: «i... sive 695i Hees 5 





. Three of the cases of active pulmonary tuber- 
culosis are children who have developed since 
January; i.e.,.chest films then were negative. The 
fourth case was an adult female who did not 
reside in the village. All four have been ad- 
mitted to sanatoria for treatment. 


The case of pleurisy with effusion was a boy, 
age 14, who had x-ray evidence of a basal effu- 
sion, and who was negative upon x-ray examina- 
tion at the time of the earlier survey, six months 
previously. 

Of the nine cases regarded as suspicious, there 
have been none who have been found to have 
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evidence of active tuberculous disease. Three 
were found to have some acute non-tuberculous 
disease, and the other six will be followed at 
intervals. 

The findings of this area, up to the present 
time, show that twenty-nine people—ages 21, 
years to 62, have been admitted to sanatoria 
from this one area (population 1,500) since 
May, 1951. All but three have been admitted 
during the past six months and six are bacillary 
by sputum examination. 


SOURCE OF THE INFECTION 


A review of the known cases of tuberculosis 
which have been admitted to sanatoria from this 
village during the past ten years, shows that 
there have only been about one or two admis- 
sions per year. The incidence from this area has 
not been excessive during any of the previous 
ten years. 

An important feature of this outbreak is the 
history of the finding of a case of far advanced 
pulmonary tuberculosis in a man, age 28, who 
was diagnosed in May, 1951 and admitted to a 
sanatorium then. This man had been unwell for 
some months prior to the definite diagnosis, and 
spent much of his time sitting about a country 
store. 

In September 1951, the 27-month-old infant 
daughter of the store-keeper whom this man had 


TABLE III. 
TS ST SSS SLL TS 


Or THE TWENTY-NINE IN SANATORIA 


have been diagnosed minimal, active 
have been diagnosed moderately advanced, active 
have been diagnosed far advanced, active 
have been diagnosed childhood or primary active 
disease 

have been diagnosed pleurisy with effusion 

have been classed suspicious—(not yet proved to be 
tuberculous disease. ) 
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often held on his knee at the store was found to 
have advanced pulmonary tuberculosis and a 
positive sputum. This child was admitted to 
treatment at once. 


Another case of tuberculous infection which 
seemingly came from this source was located in 
another village some seventy miles away. This 
child, a girl age 12, was diagnosed in November 
as active primary tuberculous disease. This girl 
spent some two weeks in this village during 
August 1951 and had spent all of her time at a 
home near this store. Her own family were later 
examined and found to have no evidence of dis- 
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ease. Presumably her infection came from this 
source. 

The fifteen-year-old boy, who attended high- 
school during the most of the autumn term and 
who was found on the first survey, was a case of 
far advanced disease with positive sputum. He 
had lived near and spent a great deal of time 
at the store where the man found in May 1951 
used to sit (and likely spit). 

It was about 6 to 8 weeks after the start of the 
school term that the cases of erythema nodosum 
occurred in the school group. 


SUMMARY 


Tuberculosis, endemic to the area, has seem- 
ingly spread in epidemic form in this community. 

Forty-five people of the area have been diag- 
nosed as having some evidence of infection and 
are presently under observation or treatment. 
Twenty-nine of these—varying in age from 21, 
years to 65—have been admitted to sanatoria with 
a diagnosis of tuberculous disease; twenty-seven 
of them within the past six months. There are 
five of these people who have positive sputum. 

Twelve cases of erythema nodosum occurred 
within a two-month period—five of whom were 
in the same school grade. 

Sixteen cases of pleurisy with effusion oc- 
curred in the village within a six-month period, 
eight of them school children. 


LEUKAEMIA AND 
PREGNANCY* 


LOUIS J. HARRIS, M.D., M.A., F.R.C.S.[C.], 


Toronto 


THE PURPOSE of this paper is: (1) To add five 
authentic cases of this rare complication of 
pregnancy to those already reported in the 
literature. (2) To present the first case of leuk- 
zemia in pregnancy treated with ACTH, cortisone 
and aminopterin. (3) to review briefly the salient 
features of leukzemia as it affects and is affected 
by pregnancy. 


CAsE 1 


Mrs. E.W., age 27, admitted to Toronto Western Hos- 
ital, August 14, 1943. This nulliparous white female 
xad her last normal menstrual period on May 15, 1943. 
She was well until two weeks before admission to hos- 

pital when she began to notice increasing weakness and 








*Read before the Society of Obstetrics and Gynecologists, 
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Out of the 483 school children, ages 6 to 14 
or grades 1 to 9 inclusive, 23% (or 111) were 
patch positive. In one class—ages 14 and 15— 
100% were found to be positive. 

One of the important aspects of this outbreak 
is the age-group which is involved. Of the forty- 
five people presently under observation or treat- 
ment, 66% (30) are under the age of 21, and 
over 80% of these are under sixteen years. In 
view of the age-group involved, there will prob- 
ably be new cases or breakdowns in the future. 

The chain of infection is probably established. 
An unknown case in the village, positive for 
tubercle bacilli, apparently infected several 
people at a common meeting place; one of 
whom, a school boy, became a new source to 
spread the disease in a class-room and likely to 
others by common modes of spread. 

The usual case-finding methods were used, as 
soon as the outbreak was known. The use of the 
mass chest x-ray screening service in the com- 
munity proved to be valuable. There were at 
least three possible infectors in the village after 
the outbreak was noted; an examination of the 
schools only would not have detected the boy 
who had left class and who had likely been a 
chief infector. 
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fatigue. She also complained of a sore throat, sore mouth, 
bieeding gums, anorexia, vomiting, headaches and lower 
abdominal pain. 

Examination revealed a pale, young woman with 
swelling, ulceration and hemorrhages from the gums and 
mucous membrane of the mouth. The tonsils were en- 
larged and inflamed. The lymph glands, liver and spleen 
were not palpably enlarged. There were bruises on the 
right arm. The uterus was enlarged to the size of a three 
months’ pregnancy. 

The Hb. was 26%. R.B.C., 1,930,000. W.B.C., 23,500. 
95% myeloblasts and myelocytes. Platelets 120,000. 

Course.—She was given only symptomatic treatment 
and after 48 hours developed a transitory left sided 
paralysis. Two days later she developed right sided 
paralysis, became increasingly stuporous and died on 
August 18th, four days after admission. At that time her 
W.B.C. had risen to 46,800 with 95% myeloblasts. ° 

An autopsy revealed: (a) Pregnancy about 11% 
weeks, 57 mm. (b) Splenomegaly—430 gm. (c) Hepato- 
megaly—2,570 gm. (d) Hyperplasia of the bone marrow, 
filled with myeloblasts. (e) Heemohydroperitoneum. (f) 
Ulcerative gingivitis. (g) Heemorrhages into the grey 
matter of the brain. j 


This is a case of acute myelogenous leukaemia 
superimposed on pregnancy, with a rapid fatal 
outcome—i.e., three weeks. 











Canad. M. A. J. 
Mar. 1953, vol. 68 


CasE 2 


Mrs. V.P., age 24, admitted to Toronto General Hos- 
pital, May 26, 1949. This patient delivered a healthy 
7 lb. 7 oz. male, full term infant without excessive 
hemorrhage, eight days before admission. During the last 
8 months of her pregnancy she noted increasing weakness 
and pallor. Four weeks before delivery she noted en- 
larged glands in her neck and at the back of her head. 
She was given iron and liver but did not respond. Two 
days before delivery her Hb. was 35% and she was given 
a blood transfusion. During the next four days she was 
oo two more blood transfusions. Following the 

elivery the glands in her neck increased in size rapidly 
and on her eighth post-partum day she was admitted to 
the Toronto General Hospital. 

At this time she appeared very pale. All the lymph 
glands were enlarged as were also the liver and the 
spleen. The throat was inflamed, the tonsils ulcerated 
and petechiz were present on the legs and arms. 

The Hb. was 48%. R.B.C. 2,100,000. W.B.C. 29,000 
with 80% myeloblasts and myelocytes. 

She was given aminopterin and a folic acid-free diet. 

Course.—In spite of treatment she did not improve. 
The glands increased in size. The liver and spleen be- 
came larger. She developed retinal haemorrhages and lost 
her vision. Her temperature was elevated 100-101°. She 
was given blood transfusions and urethane but her course 
was downhill. She was discharged from the hospital on 
September 23, 1949 and died at home seven months 
after her child was born. No autopsy was obtained. 


This is a case of acute myelogenous leukaemia 
superimposed on pregnancy with the birth of 
a healthy non-leukemic child and an acute 
exacerbation of symptoms following delivery 
with a fatal outcome eight months after the onset 
of symptoms. 


Case 3 

Mrs. E.W., age 34, admitted to Toronto General Hos- 
pital, July 26, 1943. Gravida VII, para V. Patient noted 
increasing weakness in the legs and had been unable to 
walk since February 1942, with flexion contractures de- 
veloping in the legs. A diagnosis of spinal cord tumour 
in the cervical region was made and a laminectomy and 
resection performed in July 1943. In October 1944, a 
section of the pain tracts was performed because of 
severe pain. She was still unable to walk. On November 
16, 1944, she complained of weakness and dizziness and 
at this time the spleen was found to be enlarged. The 
W.B.C. was 120,000. Hb. 55%. Smear showed, neutro- 
__ 61%, myelocytes and metamyelocytes 16%, myelo- 

lasts 4%. Sternal puncture confirmed the diagnosis of 
chronic myelogenous leukemia. She was given x-ray 
therapy to the spleen with marked improvement and was 
discharged to a convalescent home on April 18, 1945. 
In February 1946, she was readmitted with a W.B.C. of 
107,000 and a huge spleen. She was again irradiated 
with marked improvement and discharged to the con- 
valescent home. In November 1946, she delivered a 
healthy 4 lb. female child spontaneously. The child 
lived and showed no evidence of leukzmia. 

Following the delivery, her course was rapidly down- 
hill and in spite of treatment with urethane she died 
at a nursing home in October 1948. No autopsy was ob- 
tained. During the course of the disease the patient con- 
ceived and gave birth to a healthy child. She lived four 
years from the onset of the disease. 


Case 4 


Mrs. L.A., age 30, admitted to Toronto General Hos- 
pital on October 28, 1950. Her last normal menstrual 
period was August 15, 1950, none since. For the past 
two months she noted a tightness in the neck and in- 
creasing weakness. One week before admission the glands 
in her neck and right axilla became swollen and she had 


Harris: LEUKAMIA 235 


nose bleeds. During the last two days she noted a sore 
throat, hoarseness and difficulty in swallowing. 

Pale, white female, very weak. Tongue coated, throat 
reddened, cervical and axillary nodes discretely enlarged, 
rubbery and tender. Pulse 120. B.P. 145/85. Enlarged, 
soft tender spleen about four inches below costal margin. 
Liver not enlarged. Bluish resolving bruises on both legs. 
Uterus was size of two and a half months’ pregnancy. 

Hb. 53%; R.B.C. 3,000,000; W.B.C. 18,000. Platelets 
greatly diminished. Neutrophils 30%; eosinophils 3%; 
metamyelocytes 11%; neutrophilic myelocytes 9%; 
eosinophilic myelocytes 2%; lymphocytes 18%, prolym- 
phocytes 12%, lymphoblasts 14%: 44%; monocytes 1%. 
One normoblast seen. Sternal marrow very cellular show- 
ing 96% lymphocytes, prolymphocytes and lymphoblasts. 

Course.—She was treated with ACTH in increasing 
doses, up to 224 mgm. daily, with initial improvement 
but soon began to show toxic symptoms, moon face, 
depression, oedema, restlessness, so that it was necessary 
to reduce the dose to 50 mgm. daily. She was then 
started on aminopterin, 1 mgm. daily for two days, then 
2 mgm. daily for four days, then 1 mgm. daily for 
three days after which it was discontinued. With this 
treatment she improved rapidly and by the third day 
of aminopterin therapy the lymph nodes had completely 
disappeared and spleen was no longer palpable. Her Hb. 
dropped to 37% and her W.B.C. to 9,000. The platelets 
were greatly diminished. At this point she started to 
have cramps and bleed freely from the vagina. It was 
necessary to do a curettage and pack to control bleed- 
ing. She was given 1,500 c.c. blood. Following this her 
W.B.C. was 600, Hb. 32% and platelets practically all 
gone. She improved slightly during the next week and 
then gradually went downhill in spite of treatment with 
cortisone and aminopterin. She developed epistaxis, 
petechiz, diarrhoea and bloody stools. Her lymph glands, 
liver and spleen enlarged and became very tender. She 
had pain in her abdomen and all her bones were tender. 
She became stuporous and on February 12, 1951 she died 
of a cerebral haemorrhage. No autopsy was obtained. 


This is a case of acute lymphatic leukemia 
superimposed on pregnancy. She aborted at 
three and one-half months and then had a rapid 
downhill course, dying four and one-half months 
after the onset of her symptoms. ACTH, corti- 
sone and aminopterin produced only a brief 
temporary improvement. 


CasE 5 


Mrs. M.K., age 28. Admitted to the Toronto Western 
Hospital on February 7, 1952. She had had one normal 
pregnancy. Her last normal menstrual period was August 
24, 1951. For the past three weeks a complained of 
night sweats, weakness and fever, for which she was 
given penicillin, aufeomycin and sulfonamides without 
any improvement. During the last week she became 
greatly distended and had considerable difficulty in 
breathing. 

She appeared acutely ill and very pale. The abdomen 
was markedly distended and the uterus was the size of 
a five and one-half months’ pregnancy. No fetal heart 
or movements could be detected. There was a loud 
apical systolic murmur. The cervical glands were small 
but palpable. The liver was 4 cm. below the costal 
margin. The spleen could not be felt. There were no 
petechiz and no other enlarged glands. 

The peripheral blood showed W.B.C. 9,550. R.B.C. 
2,860,000 and Hb. 55%. There was marked variation in 
the size and shape of the red cells and some normo- 
blasts, myeloblasts, premyelocytes and myelocytes. The 
bone marrow showed 25% myeloblasts. 

She was given massive doses of vitamin B. and a low 
salt diet. 

Course.—She did not respond to treatment and became 
increasingly dyspnoeic and cyanotic. On February 23 she 
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began to vomit dark brown fluid, the respiration became 
more shallow and she died undelivered. 

An autopsy revealed: (a) Pregnancy, six months. (b) 
Secondary anemia Hb. 58%. (c) Acute myelogenous 
leukemia. W.B.C. 5,050 with 13% myelocytes. (d) 
Pericardial effusion. (e) Acute erosions of the stomach, 
small and large intestines. (f) Haemorrhages into the 
stomach and large intestine. (g) Hepatomegaly 5,175 

gm. (h) Splenomegaly 1,300 gm. (i) Petechial hzemor- 
cons into the kidney. 


This then is a case of acute myelogenous 
leukazemia superimposed on a five months’ preg- 
nancy. The patient did not respond to therapy 


and died undelivered one month after the onset 
of her symptoms. 


CONCLUSIONS 

Based on the above cases and a review of the 
literature. 

1. Only two doctors have seen three cases of 
leukeemia associated with pregnancy.’ 

2. One hundred and fourteen have been re- 
ported to date.” * 4 

In 40,000 births, stillbirths and abortions at 
the Toronto General Hospital in the past ten 
years there has been only one patient with leu- 
keemia delivered. 

4. Pregnancy is rare in cases of leukemia be- 
cause of the poor condition of the patients, who 
almost always suffer from anaemia, amenorrhcea, 
and leukemic infiltration and destruction of the 
ovaries and endometrium.’ * ® 

5. Maternal mortality in acute leukemia is 
100%. Maternal mortality in chronic leukzemia is 
36.5%. Fetal mortality in acute leukaemia is 60%. 
Fetal mortality in chronic leukaemia is 16.4%.* 

6. The placenta apparently acts as a barrier as 
no leukemic child has ever been reported born 
of a leukzemic mother and seven congenital leu- 
kemic children have been reported born of 
normal mothers.’® * 


7. Pregnancy does not affect the progress of 
leukemia but frequently there is a marked 
exacerbation immediately after delivery or 
abortion.” 

8. Abortion and premature labour are common 
in cases of acute leukzmia, less so in chronic 
leukaemia.” 

9. The earlier in the course of leukaemia that 
pregnancy occurs the better the outlook for the 
mother and the child.** ** *° 

10. Interruption of pregnancy during leukemia 
is contraindicated except to save a viable child 
in terminal cases.” 37 

11. Although there is a marked hemorrhagic 
diathesis in leukemia, serious hemorrhages at 
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the time of delivery, abortion or Czesarean sec- 
tion are not common, occurring in nine out of 
88 cases* and resulting in only three deaths in 
114 cases reported.’® ?° * 

12. At least three women have had two success- 
ful pregnancies during the course of chronic 
leukeemia.*® ?* 28 


13, ACTH, cortisone and aminopterin are of 
little value in the treatment of acute leukzmia 
producing only short remissions, 

14. Irradiation to the spleen has been admin- 
istered with good results in chronic leukaemia 
during pregnancy and no ill effects were noted 
in the child.2* Urethane and Fowler’s solutions 
are not contraindicated and seem to have a 
favourable effect on the child.’ 

15. Acute lymphatic leukemia complicating 
pregnancy is very rare. Only twelve cases have 
been reported. These patients practically never 
reach term and all die within a few months.” 

16. The 114 cases of leukzemia associated with 
pregnancy reported to date are divided as fol- 
lows: 27 acute myelogenous; 12 acute lymphatic; 
3 acute monocytic; 69 chronic myelogenous; 3 
chronic lymphatic. Of the 42 cases all died dur- 
ing pregnancy or within three months after 
delivery. ? 

17. There is still no cure for leukaemia. 
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IDIOPATHIC PERICARDITIS* 


E. G. CROSS, M.D.t and 
W. BRUCE CHARLES, M.D., F.R.C.P.[C.],+ 
Toronto 


IN THE LAST TEN YEARS there has been increasing 
interest in that form of pericarditis which seems 
to occur as a primary disease. Its etiology has 
not been determined (although a virus infection 
seems likely) and, generally speaking, it runs a 
benign course with complete recovery. Repeated 
attacks in the same patient have been observed. 

The paper of Barnes and Burchell, published 
in 1942, is usually referred to as an early descrip- 
tion of this disease and most authors in review- 
ing the literature commence at this point. How- 
ever, Christian, in reports published posthum- 
ously in 1951 and 1952, recounted his own ex- 
periences with the disease which began when 
he was a medical student, about 1890, and con- 
tinued throughout his life. He was able to find 
reports in the literature as far back as 1854. The 
early clinical descriptions have not been im- 
proved upon and the revival of interest has 
added nothing definite to our knowledge of the 
etiology. Progress in the latter direction has been 
handicapped by the lack of autopsy material 
and the difficulties and complexities of virus 
detection. 

The nomenclature has been a vexed question 
and many names for the same disease has led 
to confusion. A partial list includes acute benign 
pericarditis, primary pericarditis of unknown 
etiology, non-specific pericarditis, and pericardi- 
tis simulating cardiac infarction. We prefer the 
term idiopathic pericarditis because’ it conveys 
an honest statement of our present uncertainty 
regarding the etiology of the disease and, as 
Christian has said, it was the first term to be 
used and is still a satisfactory one. 

Our interest in the subject has been stimulated 
by the observation of a number of patients at 
Christie Street and Sunnybrook D.V.A. Hospitals 
in Toronto. The records of all patients in these 
hospitals, from June 1945 to June 1952, in which 
a diagnosis of pericarditis was made have been 
reviewed. We have excluded from this report 
all pericarditis known to be due to uremia, 
neoplasm, cardiac infarction, rheumatic fever, 
tuberculosis and other bacterial infections. There 


*From the Department of Medicine, Sunnybrook Hospital, 
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remain the following eleven cases which fall 
into this idiopathic group. This paper comprises 
a review of the literature and a report of our 
experience with this disease. 


CLINICAL SYNDROME 


There are six cardinal points in the diagnosis 
of idiopathic pericarditis, all of which are not 
necessarily present in every case. The following 
percentage incidences are taken from our review 
of 200 cases recorded in the literature. 


. Pain,—100%. 

. Pericardial friction rub,—75%. 

. Serial E.C.G. findings of a diffuse pericarditis,— 
100%. 

Temporary enlargements of cardiac shadow,—75%. 
. Pulmonary x-ray changes,—50%. 

. Complete recovery,—100%. 


QR Coho 


Pain.—It may be sharp, a dull ache, or a sen- 
sation of pressure. It may be located anywhere 
in the anterior chest, the shoulders or the epi- 
gastrium, but is usually substernal and greatest 
to the left of the midline. It may radiate to the 
neck and above, or through to the scapula, or 
down the inner aspect of the left and occa- 
sionally the right arm. It is usually of sudden 
onset and severe intensity. Occasionally it is mild 
and occurs intermittently over a period of several 
weeks before the patient is bothered to the point 
of seeking medical attention. It may simulate the 
pain of myocardial infarction. An important 
characteristic feature is accentuation by bodily 
movements and the recumbent position. Deep 
breathing, coughing, sneezing, turning, even 
raising an arm or swallowing may aggravate it. 

Pericardial friction rub.—This accompanies the 
pain from the beginning of the illness. It is 
usually widespread over the precordial area, loud 
in intensity, systolic and diastolic in time and 
lasts from a few days to several weeks. The rub 
of cardiac infarction as a rule does not appear 
for at least 24 hours after the onset of pain and 
rarely lasts longer than 2 days, though occa- 
sionally it may last as long as 2 weeks. 

ECG changes.—The features found in serial 
electrocardiograms are as follows: 

1. Elevation of ST segments in one or more 
leads. This is probably present in 100% of 
tracings taken within the first 24 hours of the 
onset of pain. It is usually a transient change 
lasting only a few days, but occasionally it lasts 
for 1 to 3 weeks. Initially the elevated segments 
show upward concavity. Later, however, they 
become convex or coved as in cardiac infarction. 
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To recognize elevation it may be necessary to 
have serial tracings because 1 mm. elevation in 
an isolated cardiogram may be normal. 

2. Negative T waves. As the ST segments be- 
come isoelectric the T waves become lower and 
then flat, diphasic or negative. Inversion of T 
waves usually occurs from 4 days to 2 weeks 
after onset and may require months to return to 
normal. As ECG’s are often not done in this 
disease until one or more weeks after the onset, 
the most frequently seen initial cardiogram is 
one with little or no ST elevation and negative 
T waves in one or more leads. Nay and Boyer, 
in reviewing the ECG pattern in 43 cases of 
pericarditis of all types, found 30% had normal 
tracings in the interval after the ST segments 
returned to the isoelectric line and before the T 
wave changes had occurred. This is important in 
that a normal cardiogram may occur in the pres- 
ence of a pericardial friction rub. 

The chief differentiating points from the ECG 
of infarction are: (1) Absence of QRS changes. 
(2) Lack of reciprocal shifting of ST segments. 
(3) T wave changes tend to fluctuate in various 
leads from day to day. (4) ST segments are in- 
itially concave rather than convex or coved. 
(5) Cardiogram invariably becomes normal and 
usually much sooner than one would expect in 
infarction. 

Enlarged cardiac shadow.—Rapid change in 
the size of the heart shadow is often seen in this 
disease. The cardiac shadow may obscure the 
whole of the left lower chest. It may return to 
normal within one week. The average time, how- 
ever, is one month and occasionally the heart 
shadow remains enlarged for as long as three 
months. 


Pulmonary changes.—In about 50% of cases 
of idiopathic pericarditis there are abnormal 
findings in the chest. These may be due to 
parenchymal infiltration or pleural effusion. 
Probably the commonest finding is a small left 
pleural effusion. Bilateral effusions and pleural 
rubs occur. Usually the initial chest x-ray shows 
both the enlarged heart shadow and the associ- 
ated lung or pleural changes. These changes 
usually disappear before the heart shadow or 
ECG become normal. 

Complete recovery in all cases.—The severity 
of this illness varies considerably. Three of our 
eleven patients were critically ill. At the present 
time, however, we believe that all patients with 
this disease recover without evidence of residual 
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cardiac damage. We have reviewed reports in 
the literature on 200 cases, all of whom made 
a complete recovery. Some of these have been 
followed for 10 years since the original attack. 
Many have been followed 5 years. 


Less PROMINENT FEATURES 


Some fever is present in nearly all patients 
who are seen on the first day of their illness and 
may be as high as 105° F. Dyspnoea or ortho- 
pnoea is a complaint in about one-half of the 
cases. Profuse sweating is common at the onset. 

Arrhythmias are uncommon, but may occur. 
Paroxysmal auricular tachycardia, flutter and 
fibrillation have all been reported. A shock-like 
state resembling cardiac infarction is sometimes 
seen at the onset. 

Benign recurrences are seen in nearly 25% of 
cases. These may resemble in every respect the 
original illness, but usually tend to be milder 
with fewer signs and symptoms. Indeed, the pa- 
tient may not think it necessary to seek medical 
advice. 


LABORATORY FINDINGS 


A leukocytosis over 10,000 occurs in 50 to 75% 
of patients and parallels the fever and sedimenta- 
tion rate elevation. Lymphocytes and _ poly- 
morphonuclears are equally affected. Mono- 
cytosis is not a feature. Sedimentation rate eleva- 
tion is almost invariably present, and is often the 
last finding to return to normal. 

Pericardial fluid is most often straw-coloured 
but may be sero-sanguinous. The cytology varies, 
but usually the ratio of polymorphonuclears to 
lymphocytes approximates that of normal blood. 
Cultures of this fluid have been done on many 
occasions and have always been negative. Blood 
cultures are always negative. 

Throat cultures and determination of anti- 
streptolysin titre have not demonstrated a rela- 
tionship between this condition and hzemolytic 
streptococcal infections or rheumatic fever. 

Virus studies were done in one of our cases 
with negative results. To our knowledge these 
have not been reported in any number else- 
where. Cold agglutinins were not found in 5 
cases reported by Brown. 


DIFFERENTIAL DIAGNOSIS 


Levy and Patterson report the initial diagnosis 
made in 27 cases of “non-specific” pericarditis. 
They are well worth remembering; cardiac in- 
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farction, rheumatic pericarditis, bronchopneu- 
monia, pleurisy, pyrexia of unknown origin and 
cardiac enlargement of unknown etiology. To 
these we would add tuberculous pericarditis, 
pericarditis accompanying traumatic myocard- 
itis, and hemopericardium from anticoagulant 
hypoprothrombinemia in pericarditis of any 
cause. 

Cardiac infarction.—Factors tending to favour 
benign pericarditis are: (a) Occurrence of pain, 
fever and rub on the first day of the illness; (b) 
aggravation of pain by movement; (c) loud rub 
lasting longer than 2 days; (d) serial ECG 
changes of diffuse pericarditis; (e) enlarged heart 
without evidence of failure or arrhythmias; and 
(f) benign course. 

Rheumatic pericarditis is associated with 
arthralgia before or after the onset of pericard- 
itis in’ most cases. The PR interval is usually 
prolonged and signs of endocarditis may occur. 

Tuberculous pericarditis is frequently painless. 
The effusion is a prominent feature and tends to 
recur following aspiration. The course is much 
more prolonged and frequently fatal. Tubercle 
bacilli can be recovered in a fair percentage of 
cases. 

Hezmopericardium from anticoagulants will 
give a loud pericardial rub which may last for 
several weeks. This has occurred with prothrom- 
bin times of less than twice the control. A small 
rupture of a dissecting aneurysm into the peri- 
cardium may give a similar picture. 

Associated condition.—It is quite possible for 
a benign pericarditis to occur before or after the 
development of rheumatic or arteriosclerotic 
heart disease. Several examples of this have al- 
ready been reported. 

Acute abdomen.—A gastro-intestinal upset, as 
well as a respiratory infection, may be associated 
with this disease. If epigastric pain and muscle 
splinting occur, an acute abdomen might be sus- 
pected. The abdominal findings are due to in- 
volvement of the pleura over the left lateral 
aspect of the diaphragm. 


TREATMENT 


(1) Symptomatic relief of pain. (2) Bed rest 
until all the important clinical signs have 
cleared; pain, fever, rub, large heart, pulmonary 
infiltration and pleural effusion. Allowing a pa- 
tient to become ambulant before the heart 
shadow and lung changes have returned to 
normal may result in a recurrence of pain and 
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fever and further prolongation of his illness. It is 
probably not necessary to insist on bed rest until 
the ECG and sedimentation rate have become 
normal. (3) Reassurance of the patient and rela- 
tives of the benign nature of the disease. (4) 
Sulfonamides, penicillin, streptomycin, aureo- 
mycin, chloromycetin and terramycin have all 
been tried with indifferent results. Evaluation of 
drug therapy is difficult due to the self-limiting 
nature of the disease and its variable clinical 
course, 7.e., 1 week to 3 months. (5) ACTH and 
cortisone have not, to our knowledge, been used. 

An analysis of our 11 cases appears in Table 
I. Two cases are reported in detail. 

There are several facts which do not appear 
in the table and which are worth mentioning. 

Two patients had minor closed chest injuries 
a few hours preceding onset of the pain. One fell 
against the corner of a billiard table. The other 
fell while skiing. 

In all but one patient, pain was the presenting 
complaint. One, however, was examined because 
of a respiratory infection and a pericardial rub 
was heard. Six days later he developed chest 
pain. 

The three patients who had ECG done within 
2 days of the onset of this illness showed ST 
elevation of 2 mm. or more and went through 
the typical changes described. In the remaining 
8, ST segment changes were not appreciable. 
Six had flat, diphasic or negative T waves in 
2 or more leads. One had a normal admission 
ECG, but T waves later became negative. 

Six of the patients received adequate peni- 
cillin therapy with no benefit. Three of these 
developed skin rashes attributed to the drug. 
Two received chloromycetin with no response. 

All patients have been followed at our cardiac 
clinic at regular intervals. Ten are now well and 
working full time. One patient, a 76 year old 
man, developed a severe depression and com- 
mitted suicide a month after admission. At this 
time all manifestations of his pericarditis had 
clinically disappeared with the exception of 
fever and an elevated sedimentation rate. At 
autopsy, there were patchy pleural adhesions ad- 
herent to the pericardium and an organizing 
non-specific fibrinous pericarditis. The coronary 
vessels and myocardium were normal. There was 
no evidence of an acute pneumonic process al- 
though 2 weeks previously there had been clini- 
cal and radiologic evidence of bilateral pulmo- 
nary infiltrations. 
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CasE 2 


In 1942, this 20 year old pilot suffered a severe chill 
while flying in an open cockpit. For the next few days 
he felt ill and tired and then awoke one morning with 
severe substernal pain and inability to get his breath. 
He was put in an oxygen tent, kept in bed for one 
week aod off flying for two months. He was told that 
this was a “mediastinal pleurisy”. 

In 1946, without a previous chill or respiratory infec- 
tion, he developed dull aching anterior mid chest pain, 
fever, chills, dyspnoea, and a non-productive cough. He 
was hospitalized 2 weeks later because his doctor heard 
a murmur over his heart. On admission, he was acutely 
ill with a fever of 100.2° F., rapid shallow respiration 
and chest pain of moderate severity. He felt that the 
chest pain was similar to that of 1942. There was dull- 
ness and harsh breath sounds over the left lung base and 
a to-and-fro pericardial friction rub was readily audible. 
The WBC was 7,100; S.R. 53 mm. in one hour. The 
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the previous x-rays. Serial ECG’s were normal. The 
WBC and S.R. were elevated on admission, 17,000 and 
55 respectively. For 2 weeks he had a fever of 99 to 
102° F. and chest pain. At the end of this time he felt 
well and the heart shadow was normal. 

When last seen, May 1952, he was asymptomatic and 
working full time as a commercial air lines pilot. Physi- 
cal examination, chest x-ray and ECG were normal. 


COMMENT 


This man has had two and probably three at- 
tacks of pericarditis. His last recurrence, in 1949, 
was of interest in that serial ECGs were normal 
even though a rub and large heart shadow were 
present. This was our only case in which this 
occurred. When questioned directly, this man 

































































Case 1 2 S* 4 5 6 - & 9 10 11 
Age 23 23 25 26 22 24 25 46 32 45 76 
Onset to hospitalization.....| 2 wk. 2 wk. 6 wk. 12 hr 2 hr. 24 hr. 2 wk. 3 wk. 4 wk. 10 wk. 3 dy. 
Previous respiratory infection No No No No No Yes Yes Yes Yes Yes No 
Pain 5 wk. 4 wk. 7 wk. 6 hr. 4 wk. 5 dy. 4 dy. 6 wk. 6 wk. 10 wk. 3 wk. 
Rub 10 dy. 16 dy. Yes 4 wk. 17 dy. 1 wk. 2 wk. 1 wk. 2 wk. No 3 wk. 
duration? 

Abnormal ECG. . 3 mo. 4 mo. 2 mo. 5 wk. 1 wk. 6 mo. 5 wk. 4 wk. 9 mo 5 mo. 4 wk, 
Enlarged heart............ 10 wk. 3 mo. ? No 2 wk. No 5 dy 1 wk 10 wk. 3 dv. 3 wk. 
Pulmonary changes. Yes No ? No No Yes Yes Yes Yes Yes Yes 

Yes No 
Fever duration... . ee aes 5 wk. Y 1 dy. 2 wk. 3 dv. 2 wk. 3 wk 13 wk. 4 wk. 
Max. Flev....... ed 105° 103° ? 99° 100° 101° 102° 104° 101° 103° 
Average pulse while febrile. 115 120 ? 90 100 120 90 100 100 120 100 
Leukocytosis... . 14.900 15,600 ? 11,400 No 24,700 No 11,700 No 12,900 24,100 
E.S.R. duration ree a 10 wk. ? 2 wk. 2 wk. 1 wk. 4 wk. 4 wk. 10 wk. 12 wk. 4 wk, 
ES Se i ome aera 110 80 ? 30 28 54 92 95 120 56 120 
Follow-up 6 yr. 6 yr. 5 yr 416 yr. | 3% yr 314 yr 3 yr 2% yr. | 1% yr. 1 yr. Suicide 
Recurrences 6 mo. 3 yr. 9 mo. 

9 mo. 12 mo. No No No No No No No —_ 

3 yr. 7 
Persisting symptomsT...... Yes No Yes Yes Yes No No No Yes Yes Autopsy 

4 yr. : 

No 

1 vr 





*Treated for 6 weeks in another hospital 
heard on 2 of these occasions. 





no records available—Hospitalized for recurrences in C.S.H. and S.B.H. and pericardial rubs 


TtBy persisting symptoms we mean periodic stabs of left chest pain usually related to movement of the left arm or turning over in bed. 


They have in the past been attributed to an anxiety state. 





ECG showed low and biphasic T waves in all leads. 
Chest x-ray showed moderate cardiac enlargement. He 
was treated with bed rest, penicillin and salicylates. The 
enicillin was stoppel because of a sensitivity rash. He 
ad a fever of 100 to 103° F. for 10 days. His pain and 
rub disappeared in 2 weeks. The largest heart shadow 
occurred in an x-ray taken one week following admission, 
or three weeks after onset. At this time the WBC was 
15,600 and S.R. 80. The heart shadow was normal in 
size 3 months after the onset. The ECG was normal 4 
months after the onset. 

During his second month in hospital, he had two 
exacerbations of fever, substernal and shoulder tip pain 
each lasting a few days. During his fourth month he 
was operated upon for acute ulcerative appendicitis. Six 
months after onset he was back at his civilian pilot’s job 
with no complaints referable to his heart. 

In 1949, he was again hospitalized because of sub- 
sternal pain which had spread to the left shoulder and 


down the left arm. A transient friction rub was heard 
and his heart shadow was enlarged when compared with 


stated that he continued to have twinges of L. 
chest pain after the last attack. He had attributed 
them to undue anxiety about his heart and he 
could not remember any for the past year. 


CaAsE 7 


This 26 year old patient developed a respiratory in- 
fection on April 1, 1949, with malaise, fever and non- 
roductive cough. Rales were heard at the right lun 
ase. There was no response to penicillin therapy an 
he was admitted to Sunnybrook Hospital on April 13. A 
pericardial friction rub was heard on April 4 and per- 
sisted until April 18. There was some mild, dull, steady 
aching pain across the upper chest which did not dis- 
appear until April 18. The temperature was as high as 
102° at first, but the WBC was never over 9,000. The 
S.R. initially was 92 mm. in one hour and gradually fell 
to 3 mm. on June 8. Chest films of April 9 and 14, 1949, 
showed marked increase in the size of the heart in both 
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A-P and transverse diameters. There was also oblitera- 
tion of the right costophrenic angle suggestive of a small 
amount of pleural fluid. Chest tilm of April 19 showed 
the heart to be normal in size and shape and the lung 
fields entirely clear. No pericardial aspiration was at- 
tempted as there was no clinical evidence of an effusion 
despite the enlargement of the heart. Serial ECG 
showed negative T waves in leads I, II, III, V5 and 
V3. ST segments were not elevated and no 'Q waves were 
found. The ECG reverted completely to normal by May 
13, 1949. This man was examined on January 25, 1952, 
at which time he was symptom-free and examination of 
the heart was negative. The ECG was quite normal 
showing upright T waves in all leads except Vi. 


Fig. 1 


Figs. 1 and 2.—Note the pulmonary infiltration at the left base and the large heart shadow 
in the initial =-Fay. Five days later the chest’ film was entirely normal. 


SS 






“2 


13-4-49 


EM. 9-10-48 12-10-48 
Fig. 3. (Case 6).—These cardiograms taken within 2 
days of the onset of pain show the initial ST elevation 


with T wave changes occurring 3 days later. The T wave 
remained abnormal for about 6 months. 


COMMENT 


This was a straightforward case of idiopathic 
pericarditis in a young adult associated with a 
respiratory infection. Recovery was rapid and 
complete. Pain was not as prominent a symptom 
as is usual with this type of pericarditis. 
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DIscCUSSION 


Pain.—The mechanism of pain production in 
pericarditis has been debated for a long time. 
It is difficult to say why infective pericarditis is 
usually painful and the non-infective pericarditis 
seen in uremia and cardiac infarction is usually 
painless. In idiopathic pericarditis the pain may 
have the radiation and quality of cardiac pain, 
or it may simulate pleuritic pain. Two explana- 





, Fig. 2 


tions for this pain have been offered. One, in- 
volvement of sympathetic nerve fibres in the 
sheaths of the small branches of coronary vessels 
which supply the adjacent myocardium. Two, an 
adjacent pleurisy, which is probably the better 
explanation in most cases. 

ECG changes.—The cause of the cardiographic 
changes in pericarditis has been fairly well 
established. They are felt to be due to inflam- 
matory involvement of the myocardium adjacent 
to the pericardium rather than to pericardial in- 
volvement alone. There is no satisfactory ob- 
servation of the type of myocardial involvement 
occurring in idiopathic pericarditis. To our 
knowledge there have been just two autopsies 
done in this disease. In both cases the myo- 
cardium was found to be normal on both gross 
and microscopic examination. In one case, er- 
roneously diagnosed as cardiac infarction, death 
was due to hzemopericardium from dicoumarol 
therapy. In our case death was due to suicide. 
A normal ECG was obtained two days prior to 
death, and at autopsy the pericarditis was found 
to be in a healing stage. 

Cardiac enlargement. — The cause of the 
cardiac enlargement has been another debatable 
point. Some attribute it to dilatation, others to 
pericardial effusion. Those favouring dilatation 
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have no positive evidence, but cite the failure to 
aspirate fluid in quantity and the lack of the 
recognized signs of effusion in support of their 
view. Those who favour dilatation also feel that 
a rapid increase in heart size due to effusion 
should at least occasionally be associated with 
cardiac tamponade. This has not been reported. 

It is equally true, however that in any type 
of heart disease, dilatation of the heart of the 
degree, frequently seen here, would almost in- 
variably be associated with cardiac failure, 
cardiac arrhythmias and a poor prognosis. 
Failure never occurs. Arrhythmias are uncom- 
mon. The prognosis is excellent. Further, those 
supporting effusion report that some of the signs 
enumerated above are present in their cases, and 
in their hands pericardial aspiration reveals 
fluid. In five of our cases, effusion was thought to 
be present clinically or on fluoroscopy. Aspiration 
was done in only two and in each only 10 to 15 
c.c. of fluid was obtained. There is no uniformity 
regarding the amount of fluid obtained on 
aspiration. Nathan and Dathe removed 350 c.c. 
of fluid in doing a pericardial aspiration on a 
case of benign pericarditis. They then inserted 
90 c.c. of air and took further x-rays. These 
showed the heart shadow reduced in size, but 
not yet normal. The thickened pericardium was 
shown well separated from the heart border by 
the radiolucent air. This was one of two reports 
we have found in which more than 160 c.c. of 
fluid could be obtained. If one considers 50 c.c. 
the amount of pericardial fluid normally present, 
an extra 100 c.c. could not be expected to cause 
the gross enlargement which frequently occurs. 


Bellet, Nadler, and Stirger report the removal 
of 1,800 c.c. of serosanguinous pericardial fluid 
in a case diagnosed as “benign pericarditis”. 
X-rays taken following the aspiration shows the 
pericardium on both right and left sides well 
separated from an apparently normal-sized heart. 
They do not, however, give the history or follow- 
up on this case. These same observers suggest 
circulation time as a means of differentiating 
dilatation from effusion. It is common clinical 
experience that in the presence of cardiac dilata- 
tion, the circulation time is increased much 
above the normal. The more marked the dilata- 
tion, the greater the increase in circulation time. 
They report 16 cases of massive pericardial ef- 
fusion, 3 of the non-specific type, in which 
normal or almost normal circulation times were 
obtained in all cases. 
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It is not yet possible to arrive at a satisfactory 
conclusion regarding this problem. In our own 
series we have not been able to prove that large 
effusions have been present. It would appear 
that in many cases both effusion and dilatation 
play a part in producing the enlarged heart 
shadow. Future investigation might include more 
frequent aspirations, circulation times and angio- 
cardiography. 

Complete recovery.—The acute illness may 
last from a few days to three months. During this 
period fever, pain and dyspnoea are prominent. 
The subacute phase might be considered as the 
time required for the heart shadow, ECG and 
sed, rate to become normal. This is usually over 
in 3 months but may take up to 6 months.: Dur- 
ing this time the patient is probably pain-free, 
but may be subject to exacerbations with ambu- 
lation. Then follows a convalescent phase so 
designated because many patients have com- 
plaints which were not present prior-to the acute 
illness. This phase may last 6 months to several 
years. The complaints are easy fatigue, shortness 
of breath, twinges of pain over the left chest and 
periodic dull retrosternal aches which come. and 
go, and which the patient attributes to “gas”. 
The twinges are frequently related to movement 
of the left arm or to lying on the left side in bed. 
They are relieved by stopping the activity or 
turning over on to the other side. It is difficult 
to be sure that these are not all or in part mani- 
festations of a mild cardiac neurosis. They do, 
however, tend to lessen and eventually to dis- 
appear. They may possibly be due to pleuro- 
pericardial adhesions. These were demonstrated 
in our case which came to autopsy. 

As warning against taking this disease too 
lightly, Nathan and Dathe report a review of 
144 autopsy cases of adherent pericarditis in 
which nearly 50% were of undetermined eti- 
ology at autopsy. They suggest that unrecog- 
nized idiopathic or benign pericarditis may go 
on to local or diffuse adhesions and account for 
these cases. So far this has not been substanti- 
ated. Godfrey in a recent publication reports 3 
cases of benign, nonspecific pericarditis, all oc- 
curring in men over 50, who showed evidence of 
myocardial damage long after the acute episode. 
One of these was asymptomatic, but had a 
cardiogram showing left ventricular strain. The 
second had angina. The third was a man who 
had previously been in uremia, had an episode 
of tamponade during his pericarditis and was 
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suspected of having hemochromatosis. As tam- 
ponade is not a complication of the condition we 
are describing, we feel justified in eliminating 
this case. In the second case, the incidence of 
coronary disease in males over 50 is such that it 
is very likely to occur in some patients with a 
past history of idiopathic pericarditis. Therefore, 
we do not feel that these 3 cases refute the 
premise that idiopathic pericarditis is a benign 
disease. 


ETIOLOGY 


Because of the frequent association of peri- 
carditis and respiratory infections, many have 
considered a virus to be the cause of idiopathic 
pericarditis. Fuller and ‘Quinlan, in taking 
routine cardiograms on 100 servicemen with 
respiratory infections and temperatures over 
100°, found elevation of ST segments of 2 mm. 
in 11 cases. In 5 additional cases there was actu- 
ally T wave inversion. On recovery all variations 
returned to normal. Evans reports the develop- 
ment of pericarditis in a man who had visited 
another with the disease, and also mentions see- 
ing 8 cases in a relatively small area in one year. 
All of this tends to indicate its infectious nature. 
At the present time, however, there are no pub- 
lished reports in which a virus has been ob- 
tained from a case of atypical pneumonia associ- 
ated with pericarditis. Further, many cases of 
pericarditis occur without a respiratory infection 
and these cases are identical clinically with those 
having pulmonary changes on x-ray. A pericardi- 
tis of this nature has been reported following a 
variety of surgical operations — tonsillectomy, 
thyroidectomy and hemorrhoidectomy. There 
are 5 cases recorded in which it followed the 
giving of diphtheria or tetanus antitoxin. It may 
well be that what we now call idiopathic peri- 
carditis represents a variety of conditions of 
multiple etiology—infectious, allergic and maybe 
others—between which, in our present state of 
knowledge, it is not possible to differentiate. 


SUMMARY 


1. All types of pericarditis are not necessarily 
serious. 

2. We have reviewed the literature and re- 
ported 11 more cases of an idiopathic, benign 
pericarditis. 

3. The symptomatology, differential diagnosis, 
and treatment have been described. Character- 
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istic x-rays and electrocardiograms have been 
reproduced. 


4. It is most important that this condition be 
differentiated from cardiac infarction. 


We wish to thank the other members of the staff 
of Sunnybrook Hospital for permission to study cases on 
their services. We are especially indebted to Dr. R. I. 
Macdonald, Director of Medicine, Sunnybrook Hospital, 
for his valuable criticism and review of the manuscript. 
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Drugs which are capable of having an adverse effect 
on the blood are numerous and, as chemotherapy de- 
velops with the introduction of new organic compounds, 
including antibacterial, antihistaminic, anticonvulsant and 
sedative preparations, the list will grow. Fortunately, 
serious eliels are comparatively rare, but this rarity 
should not be an excuse for forgetting that such hazards 
exist. They should be remembered at the time when the 
drug is prescribed and prompt hematological examina- 
tion made should there be any clinical suspicion of their 
development.—J. N. M. Chalmers, The Practitioner, 168: 
235, 1952. : " 
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PROCTOSIGMOIDOSCOPY FOR 
THE FAMILY PHYSICIAN*® 


F. B. BOWMAN, M.D., F.R.C.P.[C.], 
Hamilton, Ont. 


AFTER APPROXIMATELY twenty-five years spent 
in the practice of proctology one cannot fail to 
be impressed with certain facts which, although 
familiar to many, are of enough importance to be 
emphasized. The figures presented have been 
compiled in many clinics throughout the United 
States and Canada. They are mentioned only to 
emphasize the importance of the proctoscope as 
an important diagnostic instrument which should 
be in every practitioner's hand bag, and used 
more frequently than it is at the present time. 

The following statistics are quoted as a basis 
for the remarks which follow. 

1. In frequency, cancer of the rectum and 


colon follow very closely cancer of the stomach. 


Thus in men it is the second most common situa- 
tion for malignancy, and in women it is in fourth 
place. 

2. 80% of cancers of the bowel occur in the 
sigmoid and rectum. 

3. 75% of cancers of the rectum and sigmoid 
are palpable. 

4. Practically all cancers of the rectum and 
sigmoid may be visualized with the sigmoido- 
scope. 

From a large statistical survey from many 
cancer clinics it is estimated that 75% of ma- 
lignancies of the large bowel have an adeno- 
matous background. Statistics also show that in 
10% of all adults adenomas can be demonstrated 
in the large bowel, although it may require a 
very careful search to find them. 

Those engaged in proctologic work all agree 
that practically all patients presenting them- 
selves with any type of ano-rectal symptoms will 
immediately make a self-diagnosis of piles. This 
is particularly true where there is any show of 
blood. Here again statistics show that in a very 
large group of patients with rectal bleeding, 
15% were found to have one or more adeno- 
mata. In another large series of patients where 
cancer of the large bowel had been diagnosed, 
adenomas were found elsewhere. 

It is a customary routine procedure for all 
proctologists and gastroenterologists to perform 
sigmoidoscopy on their patients. Others, un- 


*Presented at the Ontario Medical Association Annual 
Meeting, June, 1952. 
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fortunately, and this includes internists who 
give patients an annual checkup and make 
very careful physical, laboratory, electrocardio- 
graphic and other time-consuming exami- 
nations, frequently neglect this procedure. 
Certainly, a digital and proctoscopic study 
should be included in this review in view of 
the statistics which have been quoted and the 
simplicity of the examination. Of course 4 care- 
ful peri-anal examination should be made, and 
the inguinal lymphatics palpated. It is a poor 
yearly check-up which does not include a rectal 
examination. 


The bowel should be properly prepared be- 
fore proctoscopy is attempted. One certainly 
can not render a negative report on a rectum 
or rectosigmoid which is covered by a film of 
feecal matter under which a small precancerous 


‘adenoma may be hidden. The author customarily 


orders 2 or 3 teaspoons of compound liquorice 
powder to be taken the night before the exami- 
nation. Shortly before the examination a low 
irrigation with tap water may be given. Patients 
frequently complain of having to go through 
this preparatory routine for sigmoidoscopy, even 
though they may have a suspicion that cancer 
may be present. This is largely due to wide- 
spread propaganda in the press regarding the 
presence of orificial bleeding as a symptom of 
the presence of early cancer. After an examina- 
tion when patients are told that there is no 
evidence of cancer in that part of the bowel 
where it appears most frequently, they usually 
feel well repaid for any inconvenience. Many 
doctors feel that a thorough examination has 
been made when they have searched for evi- 
dence of hemorrhoids, fissure and perhaps a 
low-lying epithelioma. This will not, however, 
eliminate the possibility of the presence of a 
small adenoma hidden perhaps behind a valve 
of Houston or elsewhere in the rectum, which 
can only be found by proctoscopy. It is certain 
that all cancer clinics should include sigmoido- 
scopy in any routine examination regardless of 
the reason for the examination. This statement 
may be emphasized by the quotation of a few 
statistics compiled by an eminent proctologist. 

1. Young, in Washington, D.C., found in the 
examination of symptomless patients, 5 cancers 
and 44 adenomata. 

2. Helwig, reporting from a cancer clinic in 
1951, stated that all people over 60 have adeno- 
mata. 
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3. Fansler, reporting from a large clinic in the 
University of Minnesota, found among 2,226 
patients, that 274, or 12% had adenomas. An- 
other group which was examined by him, con- 
sisting of 256 patients, showed 4 with cancer and 
38 with polyps. 

The destruction of small precancerous adeno- 
mas is very important in the prevention of cancer 
of the rectum and colon. 

One clinician states that he insists that all 
patients, in whom adenomas have been found, 
report once a year for sigmoidoscopic and radio- 
graphic study for the rest of their lives. Life 
insurance is no better than this. 

Too many samples of suppositories and cura- 
tive pile ointments are handed to patients by 
doctors who have not bothered to examine the 
anal canal even digitally. Certainly all practi- 
tioners can not become proficient in sigmoido- 
scopy, and in diagnosing the many pathological 
conditions found in the rectum without some 
training. Many obvious lesions are missed by 
carelessness in examination. It is so difficult to 
persuade the average general practitioner to 
make even routine digital examinations that one 
can hardly expect the general use of the sigmoid- 
oscope. Certainly medical students should be 
familiarized with endoscopic methods in exam- 
ining the rectum, and should be as familiar with 
the proctoscope as they are with the vaginal 
speculum and the laryngoscope. The awkward 
attempts made by many recent graduates of our 
medical schools in the use the proctoscope 
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would certainly indicate lack of supervised 
training in this procedure. 

The possibility of perforation of the bowel oc- 
curs, but this is a very rare accident and usually 
due to unfamiliarity with the instrument or 
rough handling. It has occurred where spinal 
anesthesia has been used. This is unnecessary 
and actually dangerous as a routine procedure 
in sigmoidoscopy. 

In all general hospitals, particularly those 
which are classified as suitable for intern train- 
ing, there should be a staff member, a trained 
proctologist, to instruct interns not only in sig- 
moidoscopic methods, but also the pathology of 
the large bowel. 


SUMMARY 


No attempt has been made in this short paper 
to discuss the types of instruments to use in 
proctosigmoidoscopy. Many of these are ex- 
pensive and complicated and not practical. A 
pencil light is as good a source of illumination 
as any and a simple bakelite instrument with 
open ends is all that is needed for the doctor's 
medical bag. 

There is no question in my mind but that 
many cancer tragedies might be averted if the 
general practitioner made more use of the 
proctoscope. A small adenoma, smaller than a 
raspberry, is easily found and destroyed and is 
certainly a precancerous lesion. 

The importance of thorough teaching of in- 
terns in proctoscopic pathology and methods of 
examination has been emphasized. 





PHEOCHROMOCYTOMA; AN 
ALTERNATIVE SURGICAL 
APPROACH 


D. H. BARNBROOK, M.B.(B’ham.), 
F.R.C.S.(Eng.),* Kapuskasing, Ont. 


PHEOCHROMOCYTOMA of the adrenal medulla is 
generally regarded as a comparatively rare con- 
dition, and its diagnosis frequently presents dif- 
ficulty. Recently, certain biochemical tests have 
been described,! which may assist in arriving at 
a correct diagnosis. Possibly as these tests come 
into common usage, and with wider appreciation 
of the symptom complex evoked by this condi- 


*Late Assoc. Prof. of Anatomy, Dalhousie University, Con- 
sulting Surgeon, Kapuskasing, Ontario. 


tion, the rarity of the diagnosis may diminish in 
the future. This being so, a consideration of the 
surgical treatment available becomes pertinent. 

Since the first case was successfully treated 
by C. H. Mayo, in 1927, the accepted operative 
treatment has been a direct attempt at removal 
of the tumour. Apart from the difficulty of de- 
ciding on which side the tumour lies, this 


method suffers from the great disadvantage that 


even the gentlest handling of the tumour is 
liable to provoke a vigorous outpouring of adren- 
aline into the circulation. This reaction to 
manipulation is responsible for the all too fre- 
quent fatal collapse during, or immediately fol- 
lowing, operation. Examination of the literature 
shows that the overall mortality for this type of 
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operation is very high, approximating to 50%. 
For this reason, when presented with a proved 
case, it was felt that an effort to devise some 
less risky operative treatment would be justi- 
fiable. 

Both from a developmental, and physiological 
viewpoint, the adrenal medulla can be regarded 
as post-ganglionic nervous tissue. It may there- 
fore be expected to behave in the same manner 
as other post-ganglionic nervous tissue after 
division of the pre-ganglionic nerve fibres, that 
is, by transneuronic degeneration.’ Pathologi- 
cally, pheochromcytomata are usually benign 
tumours, in fact, according to Willis,” it is doubt- 
ful if a truly malignant pheochromocytoma 
exists. Microscopically, the tumour shows marked 
resemblance to adult medullary tissue, and this 


accords with its functional activity. There seems 


no absolute necessity, therefore, to insist on 


actual removal of the tumour, if its effects can ~ 


be obviated in any other way. It was felt that 
there was a strong possibility that the tumour 
might, like normal adrenal medullary tissue, 
undergo degeneration, and cessation of function, 
if the preganglionic nerve supply to the affected 
side were divided. 


CasE HIstTory 


The patient was a telephone engineer, and 52 years of 
age. He first came under observation as an out-patient, 
when he complained of symptoms, occurring in groups 
of attacks, each group lasting two or three days, and 
present for the last nine months. 

Each attack commenced with a feeling of lightheaded- 
ness, and a sensation that things were whizzing around 
inside his head, although objects in front of his eyes kept 
still. Later in the attack, he had difficulty in focussing 
clearly, half of an object in front of him was in focus, 
but moving, while the other half was blurred but station- 
ary. There was profuse sweating, marked palpitations, 
and a throbbing in the head. He also experienced a 
drumming in the ears, had a dry mouth, and felt ex- 
tremely restless, and ill, in a general way. Each attack 
usually lasted about three hours, and was followed, for 
several hours by a severe headache. 

He was admitted to hospital, when examination re- 
vealed good general condition. Prior to the onset of the 
above symptoms, he had enjoyed excellent health. 

Pulse regular, and of good volume. Heart sounds 
normal. Blood pressure 140/85. Radiograms of the chest 
showed no abnormality in the shape or size of the heart. 
The central nervous system showed no abnormality. The 
fundi showed minimal arteriosclerotic changes. The 
histamine sensitivity test was within normal limits. 

During the next ten days, while in hospital, the pa- 
tient had two attacks, both fully observed. In the first 
attack he experienced the customary symptoms, and on 
this occasion also had difficulty in maintaining his 
balance. His blood-pressure rapidly rose to 245/112, 
falling after two hours to 118/78, and then gradually 
rose again to 155/100. His skin was moist, his pupils 
dilated (max. dilatation 5.5 mm., max. contraction 3.3 
mm.). They reacted to light and accommodation 


throughout. There was marked tremor in the _ out- 
stretched hands, and an unsustained patellar clonus. 
Temperature remained normal. The whole attack laste 
nearly five hours. 
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In the second attack, some five days later, he had had 
the same onset of symptoms. On this occasion the blood 
pressure rose to 260/110, fell to 120/75 after two hours, 
rose again to 165/105 and then fell to 108/65 at the end 
of a further two hours. Blood samples were taken in the 
course of this attack, and the analyses showed: serum 
sodium, 330 mgm. %; serum free cholesterol, 94 mgm. 
%; serum ester cholesterol, 306 mgm. %; blood sugar 
content, 95 mgm. %; blood urea, 35 mgm. %. 

Both attacks terminated with the customary residual 
headache, lasting several hours. Two other attacks of-a 
similar nature had been observed by the patient’s own 
medical attendant (a keen and competent clinical ob- 
server) prior to the patient’s admission to hospital. 
Straight renal x-rays, and intravenous and _ retrograde 
pyelograms failed to reveal any abnormality, and gave 
no clue as to the side of the lesion. No tumour was de- 
tectable clinically. 

On the basis of these findings, a diagnosis of pheo- 
chromocytoma of the adrenal medulla, or of extra-adrenal 
medullary tissue, was made. 

The position was carefully explained to the patient. 
It was pointed out that in the absence of surgical treat- 
ment, the outcome of this condition was almost uni- 
formly fatal. On the one hand, the accepted surgical 
treatment carried a very high mortality, while on the 
other hand, the suggested alternative approach - was 
— experimental, and no guarantee of success could 

e given. After consideration, the patient elected to 
undergo the procedure suggested by us. 

Operative procedure.—Rectal avertin was given in the 
ward, and the patient was asleep when brought to the 
operating room. Nitrous oxide and oxygen were ad- 
ministered without difficulty, but the introduction of 
ether into the circuit provoked a sharp rise in blood- 
pressure, to 255/120. The ether was discontinued, and in 
the course of 30 minutes the blood pressure fell to 
normal. The anesthetic then proceeded without further 
incident. 

The right pleural cavity was opened through an in- 
cision in the 9th right intercostal space. The greater, 
lesser, and least splanchnic nerves were isolated, and 
excised from their origin down to their exit through the 
diaphragm. The sympathetic trunk was also excised from 
the level of D. 6 down to its exit from the thorax. The 
condition of the patient remained excellent throughout. 
There was a marked absence of shock, and the blood- 
pressure throughout the procedure varied between 
135/80, and 115/75... 

Convalescence following the operation was entirely un- 
eventful. There were no further attacks of hypertension; 
an x-ray of the chest three weeks after the operation 
showed a minimal pneumothorax, but no other abnor- 
mality. He was discharged from hospital four weeks after 
operation. 


Result.—This operation was performed in 1948, 
that is, almost exactly four years ago. Since then, 
the patient has been kept under close and con- 
tinuous observation, and during that period he 
has remained completely well. He has had no 
symptoms such as occurred preoperatively, and 
no attacks of paroxysmal hypertension. Repeated 
recordings of his blood pressure, on numerous 
occasions, have all been within the range of 
125/75, and 140/80. Soon after the operation 
he returned to work and has lost no time from 
illness since then. 


DISCUSSION 


The diagnosis of pheochromocytoma in this 
case seems quite definite. (It may perhaps be 
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noted that the same diagnosis was reached in- 
dependently on this patient in the Birmingham 
United Teaching Hospitals ). 

The procedure suggested and adopted was 
based on the fact that these tumours, histologi- 
cally and functionally, appear to closely resemble 
adult adrenal medullary tissue, and therefore 
might be expected to react in the same way to 
preganglionic nerve section, i.e., by transneu- 
ronal degeneration, and cessation of secretion. 

The advantage claimed for this method is that 
it does not involve handling the tumour, and 
the likelihood of a fatal outpouring of adrena- 
line during the operation is thereby minimized: 
The operative mortality for this procedure might 
be expected to be considerably lower than that 
for the direct approach, previously adopted. The 
result in this case seems to have justified the 
experiment. 

The difficulty of localizing the tumour to one 
side exists whichever method is adopted; the 
right side was chosen first in this case since the 





McELMOYLE: Peptic ULCER 247 





literature reveals a predominance of right-sided 
tumours. 


SUMMARY 


1. The pathology and behaviour of pheochro- 
mocytomata are briefly reviewed. 

2. The high mortality rate of the accepted 
operative approach is considered. 

3. It is suggested that these tumours will de- 
generate, and cease to function when their pre- 
ganglionic nerve supply is divided. 

4. A case of pheochromocytoma is described 
in which this alternative method has been suc- 
cessfully applied. 


I wish to record my thanks to Mr. W. E. Wimberger, 
under whose care this patient was admitted, and who 
performed the operation described, for permission to 
publish this case-history. 
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THE PROBLEM OF 
HAEMORRHAGE FROM 
DUODENAL AND 
GASTRIC ULCER* 


WILLIAM A. McELMOYLE, Victoria 


IN RECENT YEARS there are few subjects in Medi- 
cine which have been discussed in such detail, 
and with so many divergent views, as bleeding 
from duodenal and gastric ulcers. I have drawn 
freely for this paper on the many excellent 
articles which have appeared recently in the 
various journals, adding some personal observa- 
tions and impressions. 

The first point we have to decide is, whether 
this condition does in fact constitute a problem, 
and secondly, if such a problem does exist, is 
the solution to be found along operative or non- 
operative lines, or with a combination of the 
two? My own feeling is the latter, namely a 
combination of the two, conservative treatment 
primarily and foremost, reserving operation for 
the individual case which appears to be heading 
for disaster. The decision to operate should be 
made at the earliest possible moment. Most 


*Read at the St. John’s Hospital Post-Graduate Seminar, 
Santa Monica, Cal. 


pathologists have performed autopsies on pa- 
tients who died of haemorrhage from an artery 
which, under ordinary circumstances, could have 
been controlled. I think these cases show that a 
problem does exist. 

One does not feel that any positive or rigid 
stand should be taken to advocate a purely 
surgical approach to a condition which is gen- 
erally so amenable to non-operative methods; 
rather, we should endeavour to select at the 
earliest possible opportunity those cases which 
under full medical treatment appear to be in 
danger of progressing to a fatal termination. If 
such cases can be saved by operative interven- 
tion, then surely our primary responsibility is the 
recognition of these cases before profound de- 
terioration of the vital mechanism due to blood 
loss, with tissue anoxia, has rendered operation 
a major hazard. If we find this problem to be 
without solution then the mortality rate will 
probably remain static until some entirely new 
type of treatment is evolved. 

Published mortality rates vary greatly. Two 
explanations are offered. One may be geographi- 
cal. It is possible that one race or nationality 
may react differently to a bleeding ulcer, and 
also may include cases which bleed in a different 
manner. The other is the particular point of view 
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of the compiler. It is perhaps significant that 
series presented by physicians frequently carry 
a lower mortality figure than those presented by 
surgeons. 

A few comparative series of figures have been 
selected and are shown in the following table: 


Hinton, Bellevue Hospital .......... 20.0% 
Meulengracht, Copenhagen .......... 2.1% 
Lewen and Truelove, Radcliffe Infirmary 19.0% 
i CU ia a nee ede EO 14.8% 
Bulmer, Birmingham ................ 11.6% 
Ce 21.0% 
Se. Temas BHO . o.oo onc sice’ 24.0% 
Aitken, The London Hospital ........ 11.0% 


(severe cases ) 
An average of these, leaving out the so- 


called severe cases, is 15.4%. 

A review of the cases at the Royal Jubilee 
Hospital, Victoria, for a period of 1014 years, 
revealed 1,020 cases of gastric and duodenal 
ulcer admitted for various reasons related to 
their lesion. 


Roya JuBILEE Hospira., Vicrortia, B.C. 
10% YEAR PERIOD, 1938-1949 


Total number of ulcer cases admitted .. 1,020 
Number of cases admitted for bleeding .. 198 
Died from hzemorrhage .............. 23 


Mortality rate 11.6% 


Of these, 198 cases were admitted for bleeding, 
with 23 deaths, a mortality of 11.6%, the same 
figure as that of Bulmer of Birmingham, Eng- 
land. The age of the patient varied from 40 to 
81 years in the bleeding cases. It should be 
noted here that no fatal outcome occurred under 
the age of 40, and of the 23 deaths, 22 were 
over 50 years of age. 

In this comparatively small series of cases the 
death rate has not been appreciably reduced in 
more recent years, in spite of the fact that the 
Red Cross Society has supplied us with almost 
unlimited quantities of blood. It is hardly rea- 
sonable to assume that every one of these 23 
cases could have been rescued by timely surgical 
intervention, but unquestionably some of them 
might have been. 

One would estimate that the average indi- 
vidual surgeon would not be faced with this 
problem more than perhaps 30 to 40 times in 
all his years of practice, consequently few such 
men will be in a position to speak with authority, 
or to be dogmatic about the correct treatment. 
The problem will likely be solved gradually by 
a process of individual workers thinking about 
it, re-examining past attempts at salvaging some 
of the more desperately ill cases, and slowly 
gaining experience. However, most important of 
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all, it seems to me, will be the development of 
some method of identifying those cases, during 
the first few hours of bleeding, which are 
destined to do badly on generally accepted lines 
of conservative management. 

N. C. Tanner attempted to stabilize the gen- 
eral treatment of ulcer hemorrhage and then 
vary the surgery done. The best figure was ob- 
tained when the advice of Finsterer was fol- 
lowed, namely a patient with a history of chronic 
ulcer who was hemorrhaging profusely was 
operated on immediately, gastrectomy being the 
operation of choice. The same patient without 
a history of ulcer, was treated medically, but if 
massive hemorrhage recurred under treatment, 
immediate operation was performed. 

Personally I feel this routine is too stereotyped. 
Surgery has little to offer the patient under the 
age of 40, except in very selected cases. In the 
under 40 group the mortality is so low with 
medical treatment that one would have to be 
very bold and very expert to recommend surgery 
in these cases as a routine during a period of 
shock or impending shock. In those infrequent 
cases in young people where the splenic artery 
or the aorta is involved it is unlikely that opera- 
tion could be of any avail. 

In the 40 to 50 year and over group, an en- 
tirely different situation exists. Here with medi- 
cal treatment alone, the mortality rises abruptly. 
These are the cases with which we should. be 
concerned. To my mind the most dangerous 
case is a person over 50, under medical treat- 
ment for a gastric ulcer, having an episode of 
increased pain followed by a severe hemorrhage. 
The treatment in this type of case should be 
standardized, namely, immediate gastrectomy as 
soon as blood is available. However, that some 
patients over 50 are able to withstand repeated 
hamorrhage is illustrated in the following case 
of my own of some years ago, which I now feel 
was handled very ineptly: 


Mrs. G.P., 53 years of age, with a history of gastric 
ulcer for many years. Three months before admission 
she had had a two day old perforation of a saddle-shaped 
lesser curvature ulcer sutured. While awaiting admission 
for gastrectomy she began to bleed furiously. During the 
next week she had 8 episodes of severe hzemorrhage, 
ea concealed by mild oe nearly continuous ‘bleeding, 

er hemoglobin at one time falling to 36%. During two 
of these episodes she appeared to be dying. In all 9,000 
c.c. of blood were given during the week. She was finally 
explored, and a gastrotomy was done, both ends of an 
artery in the base of the ulcer were stitched over and 
the right and left gastrics were doubly tied off in con- 
tinuity, proximally. Twelve days later, of necessity, an 
exclusion type of gastrectomy was done. It is interestin 
to note that she later developed an antral syndrome wit 
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jejunal ulceration and perforation, which responded 
readily to removal of the antrum alone. 


There is no doubt in my mind that this woman 
would have died had she been allowed to go on 
bleeding. She should in fact have been operated 
on after the first hemorrhage, as it should have 
been realized that a large vessel was involved, 
when a hemoglobin reading taken within an 
hour of admission was only 48%. This must 
surely mean a large important vessel had been 
eroded and therefore the chance for spontaneous 
arrest was very slender. 


The competition between medical and surgical 
treatment should cease. They are complementary. 
In the light of our present knowledge I am con- 
vinced that it would not be good surgical practice 
to operate on all or nearly all hemorrhage cases. 
If all cases were subjected to surgery a great 
number of patients would undergo needless 
operations and often under the most unfavorable 
conditions. However, I am just as certain that it 
is poor medical practice to withhold surgical 
assistance in a condition where severe cases are 
fraught with a mortality of 40%. 

The following system has much to offer and 
can be recommended. A physician and surgeon 
to see every case in consultation on admission, 
and at that time an attempt is made to decide 
definitely how the case is going to do, and then 
follow the appropriate treatment. 

One should perhaps at this point make it clear 
that haematemesis and malena from unknown 
sources are not within the scope of this paper. In 
mentioning operation it means operating on a 
known gastric or duodenal ulcer or one in which 
the diagnosis is reasonably certain. 

Avery Jones in his excellent article (Brit. M. 
J., June, 1943), points out that in chronic gastric 
ulcer, of 12 cases of first hemorrhage in which 
the bleeding was severe, 6 died (50%). In a simi- 
lar group of 8 cases who had previously bled 
once, 5 died (80%). His over-all mortality for 
gastric and duodenal ulcers was 9%, but for 
gastric ulcer alone it was 23%. He also stresses 
the seriousness of the presence of pain. If there 
is severe pain before or after the first bleeding, 
these cases have a mortality of 45%. 


12 cases gastric ulcer first haemorrhage 
(massive) 6 died ....3.0.85005.6%. 50% 
8 cases gastric ulcer recurrent hemorrhage 
(massive) 5 die 
Overall mortality hemorrhage from duo- 
denal and gastric ulcer ............ 9% 
Mortality hemorrhage from gastric ulcer 23% 
Mortality in cases with severe pain ..... 45% 
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Let us examine the morbid anatomy of the 
ordinary case of gastric and duodenal ulcer 
hemorrhage. The ulcer becomes active, an 
arteritis is set up in all the coats of the vessel 
involved, just as in any artery which is intimately 
connected with an infected wound or ulcer else- 
where. The affected arterial wall gives way and 
hzemorrhage occurs in the same dramatic man- 
ner as it might in an infected stump. One 
feels this condition should be classed as true 
secondary hemorrhage. The sloughing of the 
artery may be complete, so that both ends are 
bleeding, or a tangential defect only, is pro- 
duced. In either case contraction and retraction 
of the muscular coats are prevented or hindered 
and thus spontaneous arrest of bleeding will de- 
pend almost entirely on clotting in the first 
instance and finally by invasion of the clot and 
granulation tissue by fibroblasts. This takes time 
to occur and at any intermediate stage digestion 
may take place in the clot with further hamor- 
rhage. 

In a gastric ulcer the lesion is usually on the 
lesser curvature or extending around to the 
posterior surface. The arteries which become 
eroded are the right or left gastrics, or if the 
ulcer is penetrating into the pancreas the vessels 
related to this organ may also be involved. In the 
duodenum the bleeding ulcer is posterior. When 
ulcers of the duodenum become very active the 
anterior ones perforate rather than bleed as there 
are no major vessels anteriorly to cause hemor- 
rhage. It is the posterior ulcers that bleed, if 
they are situated over a vessel and ulceration and 
infection are active enough to invade the tough 
fibrous coats of the vessel wall. If no vessel is 
present in the floor of the ulcer and penetration 
progresses a posterior abscess may be formed. 
One knows indeed of a case with perforation into 
the common duct and ending fatally, without any 
detectable hemorrhage. Perforation and hemor- 
rhage from a duodenal ulcer can occur con- 
comitantly where the ulcer encircles the duo- 
denum or where two ulcers exist. The vessels 
involved in a bleeding duodenal ulcer are the 
gastro-duodenal or its branches, the superior 
pancreatico-duodenal and the right gastro- 
epiploic. The anastomosis between the superior 
and inferior pancreatico-duodenal arteries is so 
free and complete that bleeding may be particu- 
larly severe from both ends if the arteries are 
opened completely. The supra-duodenal if 
present may also be involved. 
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An explanation offered for the very high 
mortality after 45 or 50 years of age is that the 
artery involved is undergoing arteriosclerosis. 
Whether this can contribute to increased bleed- 
ing is doubtful. I can find no actual evidence that 
this contention has ever been proven. A more 
convincing reason is that people over 50 are 
simply not as good a risk when hemorrhage oc- 
curs, and that their bodily constitution cannot 
adjust itself readily to the impact of exsanguina- 
tion and surgical shock. 

The question now arises, should operation be 
done to prevent further hemorrhages? This is a 
difficult question to decide. Pyloroplasty and 
gastro-enterostomy alone have no place in the 
treatment of bleeding. If one believes that gastric 
and duodenal ulcers can be cured by gastrec- 
tomy then this is the treatment for anticipated 
hemorrhages. Further analysis of cases and ex- 
perience with this point of view in mind will be 
required before this question can be satis- 
factorily answered. If gastrectomy does prevent 
hemorrhage then one incident should be a strong 
indication for operation, as to wait and see if 
such a case bleeds again may prove extremely 
dangerous. In Avery Jones’ series as mentioned 
before, repeated hemorrhages carried a mortality 
of 80% in severe cases. 

In some cases gastrectomy will have to be 
delayed and the least possible done to control 
the bleeding, namely, suturing over the vessel 
in the ulcer bed and tying any vessels entering it. 

For gastric ulcer in older people with low acid 
a modified Billroth I is a most satisfactory opera- 
tion. It is easily and quickly done and there are 
few if any local complications. For the rest, one 
of the numerous modifications of the Billroth II 
will do, the loops being brought up either behind 
or in front of the transverse colon; these methods 
are usually associated with the names of Polya 
and Moynihan respectively. No attempt at so- 
called valve formation is made. It is very doubt- 
ful if the flow of gastric or intestinal contents can 
be directed by such a manceuvre, and it is pos- 
sible that it may cause obstruction of the proxi- 
mal loop. I for one never hesitate to make a small 
entero-anastomosis between the afferent and 
efferent loops, if there is any doubt as to mis- 
alignment of the anastomosis. The stoma in the 
entero-anastomosis is about 14 to 34 of an inch 
long. It is my feeling that this small stoma ceases 
to function in time, later it cannot be detected 
by x-ray examination. This is done because I 
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firmly believe all cases of duodenal stump 
trouble are due to an obstruction of the proximal 
loop. I think it is time for us to do away with 
such terms as necrosis and sloughing of the duo- 
denal suture line. These terms act as a salve to 
one’s conscience, but the fact remains that the 
operation has been technically faulty and ade- 
quate precautions have not been taken to give 
sufficient drainage to the duodenum, conse- 
quently the tension within the proximal loop 
literally does burst the duodenum open, hence 
the term “bursting of the duodenal stump” is 
correct. 

A suction tube inserted in the proximal loop, 
can be displaced, or pulled out, consequently, 
too much reliance cannot be placed in it. From 
my own limited experience I can confidently 
state that in cases with a small entero-anastomosis 
the duodenal stump never bursts, also the inci- 
dence of jejunal ulceration is the same as without 
a fistula. 

What, then, are the indications for operation 
in these cases of severe bleeding which are liable 
to terminate fatally without operative interven- 
tion? This would be easier to answer if one could 
only see or even determine with any accuracy 
the rate of blood loss. Repeated hemoglobin and 
blood pressure readings, although of great value, 
do not appear to be accurate enough, and the 
same is true for blood volume studies. 

I have attempted to make a list of indications 
for immediate operation in cases of bleeding 
ulcer.— (1) Concomitant hemorrhage and _ per- 
foration. (2) Where it appears that some large 
vessel has been eroded, indicated by acute syn- 
cope and exsanguination. (3) Hemorrhage with 
severe pain. (4) In patients over 50 years of age 
with a gastric ulcer. (5) A history of recurrent 
severe haemorrhages. (6) Where bleeding con- 
tinues to recur and one has difficulty in keeping 
up with the blood loss. (7) Where bleeding oc- 
curs during adequate medical treatment. 

Only one of these indications is imperative and 
absolute—namely, perforation and hemorrhage 
occurring together. No definite rules can be laid 
down; each case must still be judged upon its 
own merits, and judgment is often extremely 
difficult. 

In the younger patient with a duodenal ulcer 
surgery should rarely be even contemplated. As 
mentioned previously, surgery has little to offer. 
If these cases are treated energetically according 
to any of the present-day accepted medical 
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methods the mortality rate is so low that adding 
the risk of operation will only tend to raise this 
rate. One feels that no problem exists here. 
Hemorrhage from a proven gastric ulcer will, 
I think, eventually be treated primarily by im- 
mediate gastrectomy and I do not believe these 
cases are a serious problem. 

In conclusion I think it is safe to state that 
there is still a problem, namely, those cases of 
bleeding duodenal ulcer over the age of say 35 or 
40 years which with the most diligent conserva- 
tive management are going to proceed to a fatal 
ending, their only hope being early operation. 
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The difficulty lies in selecting these cases at a 
time when an operation will be a reasonably safe 
procedure. 

Finally I would like to quote from John 
Hunter’s writings dealing with operations in gen- 
eral. This, I am sure, is familiar to all, and I feel 
it applies here. If you will recall, it was part of 
his introduction to his course of surgical lectures, 
and he wrote as follows:— 


“The last part of surgery, namely operations, is a re- 
flection on the healing art; it is a tacit acknowledgment 
of the insufficiency of surgery. It is like an armed savage 
who attempts to get that by force, which a civilized man 
would get by stratagem.” 





ACUTE APPENDICITIS AND 
APPENDICULAR PERITONITIS 


JULES LAVOIE, M.D. and 
RICHARD FORTIN, M.D., 
St-Georges de Beauce, P.Q. 


ACUTE APPENDICITIS and peritonitis of appendic- 
ular origin are still the most frequent surgical 
emergency, but the use of antibiotics, good post- 
operative care, and the great improvements in 
aneesthesia have radically changed the outlook 
of that disease. 

Formerly, the meaning of an appendicular 
peritonitis was a severe threat to life, a long- 
lasting and debilitating illness in case of re- 
covery and a terrific cost and waste of time for 
the small wage-earner. Today, if properly 
treated, the same disease is rarely fatal and the 
recovery rapid. However, it remains a severe 
one and deserves the following study. 

Incidence.—From March 19, 1950 to August 
19, 1952, we have seen at l’Hotel-Dieu Notre- 
Dame de Beauce Hospital 200 cases of acute 
appendicitis and appendicular peritonitis. Of 
these,’ 143 were acute appendicitis and 57 were 
some kind of peritonitis, generalized or localized. 

Due allowance being made, the incidence was 
greater during the spring and the summer than 
during the fall and the winter. The ratio spring- 
summer to fall-winter was 1.7 to 1. The average 
duration in days before admission was 11% days. 

Sex._Among our patients, there were 123 
males against 77 females, a ratio of 1.65 to 1. 
The difference does not seem large enough to 
be significant. 

Age.—The youngest patient was 17 months old, 
the oldest 71 years old. The complete age dis- 


tribution may be seen in Table I, but it should 
be noted that 47% of cases occurred in the 
second decade, and 71.5% before 21 years of age. 

Operation.—_In every case, we were able to 
remove the appendix; appendectomy alone was 
performed in 196 cases. Twice, a Meckel’s diver- 
ticulum was removed at the same time. On one 
occasion, a right ovarian cyst and appendectomy 
were done and, in the other case, we did an ap- 
pendectomy and liberation of omental adhesions 
following two previous Cesarean sections. All 








TABLE I. 

Age, years No cases % 

MA ars es ta Ss alee 49 24.5 
BGs 25 sit CA wie pens 94 47.0 
LET | spelt ie Genial ID ganar ihe 28 14.0 
ee so hk bce. 16 8.0 
MU Oa Po Rew tes i 3 1.5 
ee AO re er thera as 6 3.0 
Wie ss on es et as eke. 1 0.5 
Ti Bie OME: 2k ned, So: 3 1.5 





the specimens removed at operation were sent 
for pathological examination. 

Drainage.—Drainage was established in twelve 
cases; ten of them were peritonitis of some kind. 
In the two others, the appendix was perforated 
during the operation. It is now our opinion that 
drainage in peritonitis is not only unnecessary 
but that it somewhat increases the length of stay 
in hospital. 

Days in hospital—The average length of stay 
in hospital for the total of cases was 7.6 days. 
In the twelve cases in which drainage was 
established, the average stay was of 10.4 days, 
whereas in the 47 cases of perforated appendix 
for which no drainage was instituted, the 
average stay was of 9 days. 
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Antibiotics.—Antibiotics of some kind (peni- 


cillin, streptomycin, aureomycin, terramycin) 
were given in the 57 cases of peritonitis and in 
51 cases of acute appendicitis, for a total of 108 
cases. No remarkable difference was seen in the 
use of either substance. 

Postoperative complications.—We had a total 
of 16 complications, 11 after operation for per- 
forated appendix and 5 after removal of an acute 
appendix. Two abscesses of the abdominal wall 
and two abdominal abscesses had to be drained 
(Table II). 

Three other abdominal abscesses disappeared 
after administration of massive doses of anti- 
biotics. 

The most interesting complication was the 
following. 

A two-year old boy was admitted to hospital 
complaining of pain in the abdomen for three 
days. The rectal temperature was 102.4°, the 











TABLE II. 
Complications No. cases 
Sul-OOCINSION... .. «6.6.5 0 6eas es 1 
Abdominal wall abcesses....... 2 
Intraperitoneal abcesses........ 5 
Hemorrhage of the 
abdominal wall........... 2 
RNIN Bec aI cor oP i A Ech 1 
COMVINBIONS......... 6. 2s4 0000055 1 
OE ee ea 1 
Atelectasis (left)... ..........: Z 
Mental troubles............... 1 
PANE tric bc Be ae Ai oe 16 





pulse was running at 160 and the respiration 
was 64. 

At examination, the abdomen was tense and 
extremely painful; the chest was normal. Sugar 
and acetone were positive in the urine and the 
white blood count was 8,850, with 92% neutro- 
phils. Laparotomy revealed a generalized peri- 
tonitis of appendicular origin. The pus was 
aspirated, the appendix removed and the ab- 
domen closed without drainage, but we left peni- 
cillin and streptomycin in the abdomen. 

Acetone was still positive in the urine four 
hours after operation and three units of insulin 
were given. Two hours later, the boy received 
14 c.c. of Demerol and, a few minutes after, his 
breathing stopped and he required § artificial 
respiration. One hour later, he began to develop 
more and more severe generalized convulsions 
with cyanosis. The usual drugs and dextrose 
solution failed to stop these, and it was neces- 
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sary for the anesthetist (Dr. F. Cliche) to give 
him pentothal sodium intravenously (1 gm. in 
500 c.c. of saline and dextrose). Before that, 
another examination revealed the disappearance 
of acetone but the presence of sugar in the urine. 

Twelve hours later, the boy had two slight 
convulsions for a few seconds, but, from then on, 
was free. The recovery was uneventful, except 
that he was unable to stay in upright position or 
to walk for a few weeks. 

It seemed to us that the convulsions had 
probably been caused by a marked hypogly- 
cemia following insulin and demerol admin- 
istration. 

Other conditions._In 15 instances, the patient - 
had another condition in addition to the dis- 
eased appendix (Table III). 

The case of appendicular actinomycosis. de- 
serves special mention. That patient, a boy of ten 
years, was operated on November 22, 1950, 
for an appendicular peritonitis. The pus was 
evacuated, the appendix removed and the ab- 


TABLE III. 








Conditions No. cases 

6 eS te ca ie oar 1 

IN 5 ios ons BONS 

Meckel’s diverticulum......... 4 

jp aa ee 1 

Actinomycosis of appendix... .. 1 

SOIL... 3. . «wos bois oe 1 

NE oe Or as Sis ask vel Sao 1 

Omental adhesions............ 1 
MDS St Sinteiy Si) agucrs wees 15 





domen closed without drainage. At the exam- 
ination of the specimen, the pathologist found 
typical actinomycosis of the appendix. 

The boy left the hospital apparently well, but 
came back two months later with hard masses 
in the abdominal wall; the skin, in a few sites, 
was red and tender. We opened the largest 
abscess and instituted a combined treatment of 
penicillin (800,000 units a day) and sulfadiazine 
(1 gm. every 4 hours) but, after a few days, we 
had to stop the sulfa drug on account of a rash. 

When the patient left the hospital 20 days 
after his second admission, the wound was nearly 
healed and the masses were receding. He con- 
tinued his treatment at home during six months 
and is now free from symptoms for one year. 

Leukocytosis.—A routine analysis of urine was 
done in each case, and a white blood count was 
made in 146 cases. In only 18 cases, the white 
blood count was less than 10,000 and 129 cases 
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or 88% had leukocytosis between 10,000 and 
25,000 (Table IV). 

There seemed to be no special effect on the 
blood count in acute appendicitis as compared 
with peritonitis. 














TABLE IV. 
WB.C. No. cases 
re as SS o's. ic ke wise vine 13 
10,000 00 14.9000... 0.5 ck. eek. 37 
15,000 to 19,900.............. 59 
py eee 33 
yg) eee 3 
30,000 and over............... 1 
TABLE V. 
% of neutrophils No. cases 
oo hen kh Kae eaeaaans 7 
he 8 ae Re A 19 
WO i kc ch devs eh ¥heeee 59 
Be Wl NS ie «von we bia oleae 61 
BO ids is #646 ee elg ols 146 





The percentage of neutrophils ranged from 60 
to 100, with 120 cases or 82% having a per- 
centage over 80 (Table V). 

From these figures, it seems that the white 
blood count is a reliable examination in every 
case of suspected acute appendicitis. 
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Mortality.We had no mortality in the whole 
series, even if some patients were extremely ill 
at the moment of their admission. There was no 
routine anzsthesia, but each case was treated as 
an individual one and each patient, after a pre- 
operative examination, received the anzsthetic 
drug that was considered to be the best for him. 


SUMMARY 


1. We present 200 consecutive cases of acute 
appendicitis and appendicular peritonitis be- 
tween March 19, 1950 and August 19, 1952, with 
no mortality. 


2. There were 143 cases of acute appendicitis 
and 57 of some kind of peritonitis. 

3. Drainage was instituted only twelve times. 
It is the belief of the authors that drainage is 
unnecessary. 

4. In the postoperative period, there were 16 
complications; one of them is fully described. 

5. A case of appendicular actinomycosis is re- 
ported. 

6. The authors attribute the success of their 
series of cases to the use of antibiotics, good 
postoperative care and the skill of their 
anesthetist. 





ESSENTIAL HASMATURIA* 


ALEX STRASBERG, M.D. and 
ROGERS COURTEAU, M.D.,t Montreal 


IN THE CourRSE of the last five years in an active 
urological service at the Royal Victoria Hospital, 
Montreal, we have encountered eight cases of 
unilateral renal hematuria. Six of these were 
associated with low prothrombin levels and the 
bleeding was arrested after the administration 
of vitamin K. Two of them were previously re- 
ported in a series of blood dyscrasias by Smith 
and Kaufman.” The remaining two cases of our 
series can be properly classified as essential 
hematuria. In one case the bleeding ceased fol- 
lowing cystoscopy, and no cause was found for 
the hematuria. The final case resulted in neph- 
rectomy for uncontrollable bleeding. The patho- 
logical report was essentially negative. There 
*From the Department of Urology, Royal Victoria Hos- 
pital, Montreal, Que 

Read at the Canadian Urological Meeting, Niagara Falls, 


Ont., June 5, 1952. 
+ Assistant Resident in Urology. 


has been no recurrence of bleeding in the last 
three years since his operation. In the whole 
series of cases the x-ray and laboratory studies 
pertaining to urology were normal. 


About half a century ago Klemperer initiated 
a controversy which is still very much alive 
today. He had merely stated that healthy kidneys 
may bleed vicariously. Hematuria may be and is 
sometimes a normal physiological function. He 
demonstrated the absence of disease in a large 
series of kidneys removed for hematuria. His 
critics, however, vehemently disagree and 
classify essential hematuria into five groups: 


1. Angioma and renal varix (blood vessels). 

2. Infections (papillitis, tuberculosis early, 
nephritis and pyelitis cystica). 

8. Early malignancy. 

4. Chemical nephritides. 

5. Blood dyscrasias (low prothrombin levels, dicou- 
marol, etc.). 


pyelo- 


We shall not concern ourselves with the first 
four groups; these are adequately covered in 
most text-books in urology. 
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The blood dyscrasias are an intriguing subject. 
Although properly not belonging to the field of 
urology, its importance as a diagnostic asset in 
the unexplained hematuria is becoming increas- 
ingly recognized by urologists. 

Hypoprothrombinemia was the causative 
factor in six of our eight cases of renal hamor- 
rhage. It is only in recent years that urologists 
have added the diagnostic facilities of the haema- 
tological laboratories to their armamentarium 
and prothrombin determinations are as routine 
as cystoscopy in undetermined hematuria. The 
result has been a complete alteration in the 
handling of these cases and nephrectomies are 
only resorted to when the bleeding is unex- 
plained and uncontrolled. 


We shall not here concern ourselves with the 
intricacies of the mechanism of blood clotting 
nor with the various methods for the estimation 
of prothrombin time. This subject is adequately 
and lucidly covered in a monograph by A. J. 
Quick. What interests us as urologists are the 
causes of low prothrombin levels or hypopro- 
thrombinzemia. 


Prothrombin, a factor in blood clotting is made 
by the liver in the presence of vitamin K. There- 
fore in liver damage or in deficiencies of vitamin 
K (avitaminosis) low prothrombin levels and 
bleeding results. Vitamin K is normally found in 
eggs, casein and leafy (grass) foods. It is also 
a by-product of bacterial action, B. coli, Staph. 
aureus, tubercle bacilli and other organisms. 
Essential for the absorption of vitamin K are 
bile salts in the intestines. Therefore in obstruc- 
tive jaundice there are hemorrhagic tendencies. 
In a sterile bowel (sulfadiazine use) vitamin K 
is not made and bleeding results. The bleeding 
in hemophiliacs is due to a deficiency of throm- 
bokinase, another factor besides fibrinogen and 


calcium responsible for blood clotting. Dicou- — 


marol is a widely accepted therapeutic measure 
in the treatment of coronary thrombosis. It 
delays the clotting time by lowering the pro- 
thrombin level; therefore in any case of un- 
determined bleeding careful enquiries should be 
made as to its present or immediately present 
use. The same applies to the use of heparin. 


These, in essence, are the major causes, both 
direct and indirect, of hypoprothrombinzemia 
and hemorrhage, and it is their recognition 
which has depleted the list of “essential haema- 
turia” reported annually in the past. 
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TREATMENT 


The bleeding from the undiagnosed renal 
lesions is sometimes arrested by cytoscopy and 
ureteral catheterization. Pelvic lavage with 1% 
silver nitrate may act as a hemostatic. In the un- 
arrested hematuria leading to exsanguination, 
nephrectomy is the only choice. The removed 
kidneys should be submitted to a complete and 
total microscopic search. Very often a minute 
papillary lesion, angioma, tuberculous or even 
early malignancy may be overlooked. 

Methylene blue, taken by mouth or instilled 
into the pelvis seems to promptly check capillary 
bleeding in the opinion of some urologists. Be- 
cause it is one of the aniline dyes, it is listed as 
a coagulant. 

The blood dyscrasias (prothrombin deficien- 
cies) react favourably to the administration of 
vitamin K. Bleeding from excessive amounts. of 
dicoumarol ceases when the provocative agent is 
removed. 


CasE 1 


Mr. J.M., 59 years old, was admitted in August 1949, 
complaining of Soennedia for the past three weeks. For 
the first week the hematuria was accompanied by burn- 
ing on urination. It was then intermittent -for the follow- 
ing week and became continuous and total again in the 
third week. He had noticed a slight diminution in the 
size and force of stream. Eight years ago he was cyto- 
scoped and was told at the time that something 
(tumour?) was fulgurated. Has not had any other exam- 
ination since. Examination revealed some pain on deep 
palpation of left kidney. No prostatic enlargement or 
disease noted. Remaining examination was negative. 
Urinalysis on admission showed: red cloudy urine; 1.030; 
pH 5.5; alb. xx; sugar neg.; microscopic RBC xxx; pus 
cells rare, amorph. debris. Cystoscopy on August 12 
showed a blood clot at the left Seabeik orifice and pure 
blood flowing on catheterization. Pyelograms done were 
normal. On the following day the intravenous pyelogram 
was normal on each side. On August 16 repeated cysto- 
scopy revealed blood still flowing from the left ureteral 
orifice. Pyelograms done were normal. Prothrombin time 
normal. Nephrectomy was performed on August 19, 
1950, for possible papilloma of upper left ureter. 

Pathological report—A 135 gram kidney having a 
smooth, pale surface; normal pelvis and calyces. Some 
hemorrhagic effusion is noted in the peripelvic tissue. 
Microscopically it showed some hzmorrhagic extravasa- 
tion in the peripelvic tissue. Very few tubules contained 
a few RBC’s and a number contained eosmophilic pro- 
tein material. No morphological lesion is seen which 
can account for hemorrhage. 

Lab. reports: Aug. 12, N.P.N. 34; creatinine 1.22. 
Aug. 25, N.P.N. 52.4. Chest x-ray normal. Guinea pig 
inoculation angie Remnagrens moderate degree of 
anemia, coagulogram normal, prothrombin time 18. He 
was well on discharge. Readmission in June 1950 failed 
to show any disease. N.P.N. 50.3, creatinine. 1.87. Cause 
of hematuria, which had not recurred since operation, 
was not found. 


CAsE 2 


Mrs. Y.P., 31 year old female, was admitted on June 
25, 1950, in retention. She had been passing blood per 
urethram in the two previous days, at whic 


time she 
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was catheterized twice. For the past two years she had 
been complaining of pain in the lower portion of the 
back on the right side. 

Cystoscopy revealed blood flowing down the right 
ureteral orifice. Pyelograms were done, but no _ results 
were obtained on the right side. Intravenous pyelograms 
followed and both sides were normal. On June 29 a 
repeated cystoscopy failed to explain the bleeding; the 
bladder was normal and no blood was seen coming from 
either ureter. Pyelograms were normal on both sides. 

Readmitted in October 1950, no bleeding or path- 
ology was noted at cystoscopy, only a right nephroptosis 
was found and a belt for such was advised. For her back 

ain a novocaine infiltration was done which did not 
help her condition, but gave her more pain. 

She was readmitted on November 3, 1950, for hama- 
turia and on this’occasion she was found to have a 
hemorrhagic cystitis and a left pyelonephritis. 24-hour 
urines were negative for acid-fast organisms. Patient was 
discharged, no cause being found for hematuria. 


Case 3 


Mr. C.P., age 29, was admitted to hospital in April 
1943, complaining of painless total hematuria. He aa 
had no such episodes before. This hzmaturia started on 
the day of admission and it was total and consistent at 
each urination. Within two hours of admission he was 
vomiting and had pain in his left groin and left loin. 

Physical examination revealed some tenderness to deep 
palpation on the left loin; kidneys were not palpable. 
One hour after admission he developed retention and 
catheter was left in situ. At cystoscopy bladder mucosa 
and vesical neck were normal. The ureters were catheter- 
ized and a flow of blood was noted at end on left; none 
on right. Pyelogram revealed normal right kidney pelvis 
and ureter; the left pelvis was normal with question of 
cyst intruding in minor two calyces, for they were poorly 
defined. No signs of calculi. 

Coagulogram: prothrombin time, 40 sec.; bleeding 
time, 144 min.; platelets, 160,000; clot retraction, present; 
Rumpel Leede, negative. 

Patient was put on vitamin K and discharged three 
days following cystoscopy with clear urine. Prothrombin 
time on discharge was 15 to 20 seconds. 


CasE 4 


Mr. R.G., age 27, was admitted to the Royal Victoria 
Hospital on February 15, 1946, with complaints of 
painless total hematuria for three weeks’ duration. He 
noticed that his urine was orange coloured one month 
before, and it was reddish since three weeks. He had 
noticed a slight increase in frequency and urgency, but 
no dysuria, gravel, costo-lumbar pain, and no fever. 
Physical examination was negative; genitalia normal; 
prostate soft, not enlarged or indurated, no fixation. 

Urinalysis: bright red; 1.012; alk. alb. xx; sugar neg.; 
RBC tie WEC rare. 

Prostatic fluid was normal. At cystoscopy spurts of 
blood were seen flowing from right ureteral orifice, 
the urine was clear from the left. Pyelograms were 
normal. Guinea pig inoculation showed no tuberculous 
lesion; smear and culture were negative. Hzemogram 
showed no anemia, a normal sedimentation rate and 
reduced coagulation time. Prothrombin time was 31. 

Vitamin K was administered and hematuria cleared 
up. There has been no recurrence of bleeding on_the 
at Nae four years following admission to hos- 
pital. 


CasE 5 


Dr. H.G.L., was admitted to this hospital September 
21, 1946, complaining of painless hematuria for four 
days, dull ‘left loin pain for two days, and left-sided 
colle 5 to 6 times in past four days. At cystoscopy blood 
was seen flowing from the left ureter. Patient was dis- 
charged and hematuria was still present, but it cleared 
up five ‘days after discharge. No frequency was present 
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at that time, D 3-4/N 1. He was symptom-free until 
March 1947, when some blood was noted overnight on 
his pyjamas, but investigation failed to reveal origin of 
ood. 

In September 1947, hematuria was again present and 
it was accompanied by sharp, colicky pain in the L.L.Q. 
Urgency and frequency and discomfort at the end of 
the penis were noted at that time. Cystoscopy revealed 
spurts of bloody urine coming from the left ureteral 
orifice. Pyelograms showed a normal upper tract on the 
right side, but there was a minimal degree of deformity 
of the left superior minor calyx, perhaps due to blood 
clot. This oma be interpreted as tumour. Prothrombin 
time was 29 seconds on September 17; 16 seconds on 
September 20. Patient was discharged cured after a 
course of vitamin K. 


CAsE 6 


Mr. E.J., 53 years old, was admitted to the Royal 
Victoria Hospital on January 21, 1952, with complaints 
of painless hematuria for just over two weeks. This 
started after overwork and a chill. In 1928, after partici- 
pation in a 13-mile dog race, he had a bout of hema- 
turia which lasted approximately two weeks before it 
cleared up. 

On admission urine was cloudy red, pH 5.5; 1.026; 
alb. xx, sugar neg. Microscopic: RBC xxx, rare pus cell. 
Intravenous pyelogram showed normal concentration on 
both sides and normal outline. 

Cystoscopy: blood is seen spurting from left orifice, 
small diverticulum in vault is noted. Right side: pus occ. 
RBC xxx. 

oan and guinea pigs were negative for acid fast 
rods. 

Bleeding time 1% min. Prothrombin time 30 sec. 
N.P.N. 26.6, creatinine 1.04. 

Kavitan therapy instituted and hematuria subsided 
two days later. Penicillin and streptomycin were also 
given. Patient was discharged, bleeding having ceased. 


SUMMARY 


Eight cases of renal hematuria are presented, 
two classified as essential hematuria and six as 
thrombin deficiencies. One was nephrectomized 
for uncontrollable bleeding. The other cleared 
up following cystoscopy. The blood dyscrasias 
promptly yielded to the administration of vita- 
min K. It is our belief that prothrombin 
deficiencies will explain more and more of these 
cases of so-called “essential heematuria” and that 
fewer nephrectomies of normal kidneys will be 
the rule. 


We are indebted to Dr. Emerson Smith and Associates 
in the Department of Urology for permission to use some 
of their cases. 
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It is commonly said that education is a great safe- 
ard against quackery and faddery. I profoundly dis- 
elieve it. So far as I can see, the higher one goes in 
the social scale, the more does fashion in health matters 
prevail, and the so-called intelligentsia are the most 
gullible of all.—Sir Robert Hutchison, Brit. M. J., 1934. 





PERIARTHRITIS 


ROBINSON AND OTHERS: 


“PERIARTHRITIS” OF THE 
SHOULDER AND 
CORONARY DISEASE* 


H. S. ROBINSON, M.D.,t 
J. C. COLBECK, M.B.B.S. and 
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FOR SOME TIME we have been interested, clini- 
cally, in the painful stiff shoulder. Of particular 
interest is the large group where the etiology is 
uncertain, and the onset of shoulder pain often 
insidious. The condition may progress through 
an acutely painful phase leading to varying 
degrees of stiffness or “frozen” shoulder. Exami- 
nation reveals, as well as variable limitation of 
movement, tenderness along the tendon of the 
long head of the biceps and over the lateral 
aspect of the shoulder. The x-ray is usually nega- 
tive or may show a diffuse osteoporosis of 
shoulder girdle bone. 


In general, these cases do not come to necropsy 
for histological study and many of the present 
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severe coronary disease. Ernstene and Kinell? 
found painful shoulder in 17 or 12% of 138 cases 
of myocardial infarction. The severity of the 
condition ranged from typical periarthritis to 
mild, aching pain. The left shoulder was affected 
more often than the right. Symptoms persisted 
for weeks or months. Schott* discussed six cases 
of coronary disease with painful disability of one 
or both shoulders, and concluded the condition 
resembled scapulo-humeral arthritis. Fishberg* 
suggested coronary disease be kept in mind in 
all middle-aged individuals who complain of 
pain and limitation in the shoulder, especially 
the left. Johnson® found the shoulders, hands or 
both were affected in 39 of 178 consecutive cases 
of myocardial infarction and called the condition 
“post-infarction sclerodactylia”. 

In our series of 35 routine autopsies in whom 
the subacromial bursa and biceps tendon sheath 
were examined, 6 cases of severe coronary dis- 
ease were included. Four of the coronary cases 
showed lesions in the subacromial bursa and 2 
of these in the biceps sheath as well. The only 





Fig. 1 
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Fig. 1.—Subacromial bursa, x 34. Normal: average thickness and density. 
Fig. 2.—Subacromial bursa, x 34. Chronic invalid. ; 


concepts have been garnered from gross appear- 
ances at open operation. These visual impres- 
sions are imperfectly supported by pathological 
data. The multitude of names given the condi- 
tion reflect the confusion in clinical minds. They 
include terms such as Duplay’s disease, frozen 
shoulder, scapulo-humeral arthritis, neuritis, ad- 
hesive capsulitis, periarticular fibrositis, myositis, 
peritendinitis, periarthritis and others. 
Numerous authors'*®®> have observed clini- 
cally the association of shoulder disability with 
*From The Department of Pathology, Shaughnessy Hos- 
pital, Department of Veterans’ Affairs, Vancouver, B.C. 


7Fellow of the Canadian Arthritis and Rheumatism 
Society. 


other individual showing significant lesions suf- 
fered from chronic rheumatoid arthritis with 
bursal involvement. 

A short discussion of the normal histology will 
help to introduce the pathology found: 

Histology.—The normal subacromial bursa, and 
bursal extension along the biceps tendon, is lined 
by cells, often a single layer thick but, in some 
areas, two or three or more cells thick. The 
nuclei are flattened, elongated, or polygonal in 
shape, and do not always form a continuous 
layer. The lining is often thrown into small folds, 
or delicate fronds. Deep to this layer is a loosely 
packed, collagenous fibrous tissue layer, with 











Canad. M. A. J. 
Mar. 1953, vol. 68 






variable intervening fatty and areolar layers run- 
ning parallel to the surface. Small arterioles are 
arranged in groups, and lie in the collagen tissue 
just deep to the lining layers. The walls of these 
arterioles normally are thicker than comparable 
arterioles elsewhere. The bursal walls vary con- 
siderably in thickness. In general, it was found 
that muscular active individuals had _ thicker 
bursze. Chronic invalids, or elderly patients, had 
a thinner, more areolar type wall. Fig. 1 demon- 
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before death which, despite sympathetic blocks, did not 
improve. Eventually, examination revealed marked 
limitation of scapulo-humeral movement, together with 
acute tenderness over the biceps tendon in its groove. 
X-rays of the shoulder showed no abnormality. Symp- - 
toms were improving with physiotherapy, when he died 
suddenly. At autopsy, no infarction was present. The 
heart weighed 1,150 grams. There was considerable 
coronary atherosclerosis, without complete occlusion, and 
luetic intimal thickening about the coronary ostia. This 
was considered sufficient to cause coronary insufficiency. 
The supraspinatus tendon appeared normal. Gross exam- 
ination of the bursa revealed thickening of the walls, 
which were bunched up in folds, with intervening areas 
of normal thickness. No adhesions were demonstrated 





Fig. 3.—Bursal sheath long head of biceps tendon, x 34. (A) Narmal individual. (B) 
Case 1—note the regimentation of the lining cell layer. A perivascular collection of small 
round cells is present. Fig. 4.—Bursal sheath long head of biceps tendon, x 344. (A) Normal 
synovial lining cells, (B) Case 1—lining cells are intensely active and arranged in a columnar 
like fashion. Vessels are engorged. 


strates a wall of average thickness and Fig. 2 
the bursa of a chronic invalid, showing the fine, 
areolar type structure with a delicate lining. 

We will now describe the alterations found in 
the cases of coronary disease: 


. 


CasE 1 


H.N. was a male, age 57, with severe luetic heart dis- 
ease and aortic insufficiency. He suffered anginal attacks 
for 1% years before death, with pain referred to both 
shoulders. He gradually developed increasing stiffness 
and pain in the shoulders, beginning about 8 months 


from floor to roof, The sheath of the long head of the 
biceps tendon was opaque and thickened as well; how- 
ever, a synovial cavity could be demonstrated. 


Histology of subacromial bursa.—The bursal wall is 
two to three times the normal thickness in some areas 
with fairly normal wall intervening. In the thickened 
areas the surface layer of the synovia has disappeared, 
and it, as well as subjacent layers, is replaced = firm, 
cellular, vascular fibrous connective tissue, broad bands 
of which run in an oblique fashion with intervening 
fatty tissue layers. Vessels of arteriole size are thin- 
walled and engorged, with loss of normal gone 
arrangement. Occasional groups of perivascular lymp 
cytes are present. 
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Bursa of long head of biceps tendon.—In serial sections, 
two phases of inflammation are seen side by side. In 
some areas there is intense activity of the lining cells 
which are regimented and increased in number, form- 
ing an almost columnar-type of lining. Thin-walled 
blood vessels are engorged, and focal collections of peri- 
vascular lymphocytes are present (Figs. 3B and 4B). 
The appearance is that of active inflammation. In other 
areas there is gross thickening, due to replacement of 
the synovial lining and subsynovial tissues by a cellular 
fibrous connective tissue. In this fibrous connective tissue 
are areas of hyaline degeneration. 

Deltoid muscle.—Scattered single muscle fibres are 
atrophic. Around these individual fibres there is pro- 
liferation of perimysial cells. 
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appeared fairly normal. No adhesions from floor to roof 
were demonstrated. The long head of the biceps tendon 
sheath was opaque and thickened, and adhesions could 
be seen firmly binding the bursal walls together. 

Histology—subacromial bursa.—Areas of marked 
thickening of the wall alternate with a wall of fairly 
normal thickness (Fig. 5). In the thickened regions 
there is often loss of synovial lining layer, and the entire 
wall consists of dense “nanneal cellular fibrous con- 
nective tissue. In this, multiple focal areas of hyaline 
degeneration are present. Fibrosed villi, which have been 
transected, also show areas of hyaline degeneration. The 
occasional perivascular collection of lymphocytes is seen. 
In some areas a new synovial lining appears to have re- 
differentiated over the fibrosed surface. 





Fig. 5. (Case 2).—Subacromial bursa, x 34. The wall is grossly thickened and fibrosed. 








Areas of hyaline degeneration are present. New synovial lining has redifferentiated over some 





areas. Fig, 6. (Case 2).—Subacromial bursal wall, x 80. A limited area of acute necrosis of 
lining cells. Fig. 7. (Case .2).—Bursa long head of biceps tendon, x 343. Intense activity of 
lining cells is apparent, A focal collection of perivascular lymphocytes is present. Fig. 8. 
(Case 2).—Bursa long head of biceps tendon, x 34. (Central tendon has fallen out in preparation). 
Both layers of bursa are fibrosed and numerous fibrous adhesions bind them firmly together. 














CasE 2 


Male, age 61. In the six months before death, this 
patient suffered two severe myocardial infarctions, and 
was extremely restricted in his activities by angina, with 
substernal pain which radiated to both shoulders, and 
down both arms. He complained of stiffness and dis- 
comfort in the right doer, of some weeks’ duration, 
though the time of onset is uncertain. On examination, 
there was pain on movement of the right shoulder, with 
marked limitation of external rotation. He died suddenly. 
At autopsy, old myocardial infarctions were present. The 
supraspinatus tendon appeared normal. The bursa ap- 
peared thick and opaque. The synovial wall was 
gathered up in thick folds, while the intervening wall 








Over one limited area there is seen complete loss of 
differentiation and necrosis of the surface cells of the 
synovia (Fig. 6). This appears to represent an acute 
lesion. 


Bursa of long head of biceps tendon.—Again, two 
distinct phases of inflammation are seen in adjacent areas. 
In some areas, (Fig. 8) there is intense activity of 
synovial lining cells which are arranged in an almost 
columnar fashion (as seen in Case 1). Small blood vessels 
are dilated and engorged, and scattered perivascular col- 
lections of lymphocytes are seen. The appearance is that 
of active sae In adjacent areas, (Fig. 9) both 
layers of the bursal wall consist of dense fibrous tissue 
in’ which areas of hyaline degeneration are present. 
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There are multiple, firm fibrous adhesions binding the 
layers together. This would appear to be the chronic 
phase of an inflammatory process. 

Deltoid muscle.—The occasional muscle cell is atrophic 
with local proliferation of perimysial cells. The lesion is 
minimal. 


The remaining two cases show comparatively 
limited areas of fibrosis and hyalinization in the 
subacromial bursa of a similar nature to those 


described. . 


DISCUSSION 


In 1872, Duplay® ascribed the pain and stiff- 
ness in periarthritis to an adhesive inflammation 
of the subacromial bursa. Since then, a good deal 
of attention has been paid to lesions in the 
musculotendinous cuff, apparently resulting in 
bursal inflammation and loss of gliding space.’ 
' More recently, an increasing number of ob- 
servers* ©’? have emphasized lesions in the 
bursal sheath of the long head of the biceps 
tendon, with lessened emphasis on the sub- 
acromial bursa. Lippmann,* at open operation, 
invariably found inflammatory appearances in 
the biceps tendon sheath in both acute and 
chronic phases of 32 cases of periarthritis. By 
contrast, he found adhesions in the subacromial 
bursa in only 2 of the 32 cases. Surgical release 
of the biceps tendon immediately released all 
shoulder restriction, and he considered no true 
contracture of joint capsule was present. 
Others’ +4 have hypothesized the presence of 
cicatricial lesions in the capsule, or periarticular 
musculature. 

Our cases represent, pathologically, what ap- 
pears to be an inflammatory process in the biceps 
bursa and/or the subacromial bursa. There were 
no significant lesions in the overlying muscle. 
The minor changes that were present could well 
be ascribed to disuse atrophy. 

The early stages are characterized by marked 
inflammatory activity of synovial cells in some 
areas, and necrosis of these cells and the adjacent 
collagen in others. This is presumably followed 
by the laying down of vascularized fibrous tissue, 
and may go on to adhesion formation. With sub- 
sidence of the acute inflammatory aspects, the 
bursa is left with abnormally thick and densely 
fibrotic areas over which a new synovium dif- 
ferentiates. These changes strikingly resemble 
those found in the synovium in chronic rheuma- 
toid arthritis. Indeed, the bursa from the case of 
rheumatoid arthritis is almost indistinguishable 
from that of Case 2. 
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It seems reasonable that if shoulder movement 
is limited by bursal thickenings as well as pain, 
possibly arising from the rubbing together of 
inflamed and roughened areas in the sensitive 
synovial lining, that subsidence of the acute in- 
flammation and reconstitution of synovium may, 
in part, explain the recovery that can occur. 
Persistence of pain may suggest continued areas 
of active inflammation as demonstrated in these 
cases, 


SUMMARY 


1. Histological examination of the subacromial 
bursa and synovial sheath of the long head of 
the biceps tendon was made in 35 routine autop- 
sies. 

2. No abnormality was found in 30 cases. 

3. Six cases of severe coronary insufficiency 
were included in the series, four of whom 
showed pathological alterations in the biceps 
sheath and, or, the subacromial bursa. The re- 
maining two cases had no history of shoulder 
disability. 

4. The only remaining case showing bursal 
abnormality was a case of chronic rheumatoid 
arthritis. 


We wish to express our appreciation to Miss T. Dowd 
for technical assistance, and to Mr. W. Grant for the 
photomicrographs. 
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There is still considerable prejudice and many mis- 
conceptions both among physicians and laymen alike 
related to epilepsy. Great efforts are being made in public 
colaghncumans, tek it is fundamentally the duty and the 
responsibility of the physician treating the patient to 
assist social workers and other interested individuals and 
agencies in the rehabilitation of the patient and the 
lca handling of his sociological difficulties.—I. S. 
Zfass, Va. Med. Monthly, 79: 188, 1952. 
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THE USE OF WHOLE BLOOD or plasma has in- 
creased over the years so that now it is obliga- 
tory to either give or have available whole blood 
or plasma at any major surgical procedure. This 
practice has thrown a strain upon the agencies 
supplying this service as the blood must be 
donated. 

It becomes necessary to save blood by any 
safe and adequate means not only for our 
present needs but also in case of future national 
catastrophe. This may be accomplished by use 
of the plasma augmenters—the so-called blood 
substitutes, but it must be emphasized that there 
can be no substitute for whole blood. 

The restoration of circulating blood volume 
is one of the chief elements in the modern treat- 
ment of impending or existing shock resulting 
either from loss of blood or other causes. Solu- 
tions of polyvinylpyrrolidone (P.V.P.) or Dextran 
are indicated for intravenous injection in patho- 
logical states characterized by decreased circula- 
tory blood volume, as in shock and collapse due 
to mechanical injuries, operation, trauma and 
extensive burns. This replacement fluid must be 
safe, adequate, economical and immediately 
available. 

Our observations in a series of 116 cases form 
the basis of this paper. 


POLYVINYLPYRROLIDONE (P.V.P.) 


This is an entirely chemical synthetic material, 
a polymeric substance, of which the repeating 
unit is vinylpyrrolidone. P.V.P. is stable in- 
definitely in aqueous solution. It is prepared in a 
3.5% P.V.P. content with physiological salts 
ready for use. The brand of P.V.P. used in this 
series was “Subtosan” produced by Poulenc 
Limited. 

Dextran.—In the preparation of Intradex the 
Dextran is produced by the growth in culture of 
the Birmingham strain of Leuconostoc mesenter- 
oides in a substrate of sucrose and phosphate. 
This is subjected to a process of controlled de- 
polymerization, the empirical formula being 
(C,H,,O,)n. Intradex is a 6% solution of de- 


*From the Department of Anesthesia, Royal Victoria 
Hospital, Montreal, Que. 
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graded and fractional dextran in normal saline. 

The brand of Dextran used in this series was 
“Intradex” produced by the Crookes Labora- 
tories Limited. 


PROCEDURE 


P.V.P. or Dextran was given to patients in this 
series where a falling blood pressure and a rising 
pulse rate indicated that supportive therapy was 
required. Those cases in which obvious blood 
loss was excessive were given whole blood in 
addition to either substitute agent. There was 
always whole blood available for every case in 
which these augmenters was used. It was our 
aim to maintain the blood pressure as close to 
the preoperative findings as possible. 

The administration of either P.V.P. or Dextran 
is simplified by the fact that no typing, cross- 
matching or Rh determination is necessary. 
These agents may be stored indefinitely at room 
temperature. The only equipment required for 
administration being a sterile intravenous set. 

Subtosan was used in 60 surgical cases, and 
Intradex in 56. These cases were of all varieties 
of conditions and operations. 


CasE 1 


A scaring cd was done on a 55 year old man for 
bronchogenic carcinoma under endotracheal ether anes- 
thesia. The operation lasted three hours, and during this 
time he received 1,000 c.c. of polyvinylpyrrolidone, 
1,000 c.c. of blood, and 100 c.c. of 5% glucose and 
water intravenously. Postoperatively the blood pressure 
fell and the pare condition deteriorated. The surgeon 
diagnosed a bronchopleural fistula, and decided to reopen 
the chest. 

The patient was seen in the O.R. He was cyanotic, the 
respirations laboured and the blood pressure 150/90. 
Cyclopropane was given by the endotracheal route, and 
the pressure fell to 120/60. The operation lasted one hour 
and forty minutes, and during this period 500 c.c. of 
blood, 750 c.c. of Dextran and 50 c.c. of normal saline 
were administered intravenously. The Dextran was given 
as only one bottle of blood was available. Postoperatively 
this man received 250 c.c. of dextran, 500 c.c. of 5% 
glucose and water over several hours, followed by 1,000 
c.c. of 10% Travert and water. He made an uneventful 
recovery. The total intravenous fluids given between 
8.30 a.m. of the day of operation and 6.00 a.m. of the 
following day were 2,000 c.c. of blood, 1,000 c.c. of 
polyvinylpyrrolidone, 1,000 c.c. of Dextran, 1,000 c.c. 
of 5% glucose and water, 150 c.c. of normal saline and 
1,000 c.c. of 10% Travert and water. 


CasE 2 


A 26 year old female was admitted to hospital com- 
plaining of abdominal pain. She was pale, cold, per- 
spiring and the blood pressure was 45/16. A diagnosis 
of ruptured ectopic pregnancy was made. While blood 
was being procured 500 c.c. of polyvinylpyrrolidone ‘was 
given intravenously, and within thirty minutes the pres- 
sure rose to 70/20. 400 c.c. of 5% glucose and water, 
and 250 c.c. of blood were given in the preoperative 
period. The blood pressure remained at 70/40 and the 
patient was taken to the operating room. The operation 
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was performed under cyclopropane anzsthesia and took 
40 minutés. The patient received 250 c.c. of blood, 250 
c.c. of polyvinylpyrrolidone, and 50 c.c. of 5% glucose 


and water during this procedure. When the bleeding was 
stopped the blood pressure rose markedly. 3,000 c.c. of 
blood were removed from the peritoneal cavity. Post- 
operatively the patient received 1,500 c.c. of blood over 
several hours. The recovery period was uneventful. 


Case 8 


A 54 year old man with healed tuberculosis, bron- 
chiectasis and a non-functioning right lung was operated 
on for a gastric ulcer. A subtotal gastrectomy was per- 
formed under spinal analgesia. The operation lasted ul 
hours and ten minutes and as the spinal analgesia was be- 
coming ineffective (after 2 hours) nitrous oxide and 
curare were given. Intravenous therapy consisted of 500 
c.c. of blood, 1,000 c.c. of Dextran and 500 c.c. of 5% 
glucose and water. Postoperatively 3,000 c.c. of 10% 
Travert and water were given intravenously. The patient 
made a rapid and uneventful recovery. 


OBSERVATIONS 


’ The blood pressure was either maintained or 
raised to the required level, in the majority of 
cases by the use of either of the augmenters. 
This response was not as great with Dextran as 
when P.V.P. was used. 


We found that if the substitutes were started 
early, in anticipation of a fall in blood pressure, 
this fall seldom occurred, and if it did, was not 
severe. The response to either agent was propor- 
tional to the rapidity of infusion. Patients who 
had received either P.V.P. or Dextran, particu- 
larly chest cases, appeared to tolerate transfer 
from theatre to ward better than those who had 
not received these agents. 


There was no clumping observed within the 
tubing of the giving set when we alternated 
whole blood with either Dextran or P.V.P. The 
use of Dextran, in doses (500-1,500 c.c.) in no 
case interfered with the subsequent typing or 
Rh determination of the patient. There were no 
complications due to the use of these agents in 
this series. Wound healing did not appear to be 
retarded. 


A thorough follow-up of these patients post- 
operatively showed that blood pressures were 
well maintained. 


CONCLUSIONS 


The plasma augmenters can not take the place 
of whole blood but can be used to conserve 
existing supplies and to tide patients over until 
whole blood is made available. 


The clinical response to both P.V.P. and 
Dextran was quite satisfactory in this series and 
no complications followed their administration. 
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We therefore, are of the opinion, that these 
plasma augmenters have a valuable place in the 
prevention and treatment of surgical shock. 

The plasma augmenters have been used in an 
additional one hundred and fifty cases since this 
paper was submitted for publication. The 
further use of these agents was entirely free of 
complications and confirmed our findings as 
being a valuable agent, where restoration of 
circulating blood volume must be secured. 


We wish to thank Dr. Paul G. Weil, M.D., C.M., 
Ph.D., Director of The Royal Victoria Hospital Blood 
Bank and especially, his research assistant Miss Ruth E. 
Baldry, B.Sc., B.Sc.( Pharm. ), for their assistance in con- 
ducting this series; We are also grateful to Poulenc 
Limited and the Crookes Laboratories Ltd. for provision 
of unlimited supplies of the agents used. Finally we 
thank those surgeons, whose co-operation made this 
work possible. 


RESUME 


Le besoin du sang total et du plasma augmente sans 
cesse, et il s’ensuit que les réserves ne sont pas toujours 
adéquates. Il faut donc trouver des substances sires, 
adéquates, économiques et obtenables rapidement pour 
ménager le sang. Bien qu'il n’y ait aucun substitut du 
sang les “augmentateurs du plasma” appelés aussi, sub- 
stituts du sang, peuvent accomplir cette tache. Dans 
état de choc il faut rétablir le volume du sang circulant, 
ce sg font les solutions de Polyvinylpyrrolidone (P.V.P.) 
et de Dextran. Le P.V.P., est une substance chimique 
synthétique polymére qui est indéfiniment stable en 
solution aqueuse. On l’administre en solution 4 3.5% 
avec des sels physiologiques. 

Ces deux substances furent employées chez des 
opérés de toutes natures. Le P.V.P. fut donné a 60 
patients tandis que 56 autres recurent le Dextran. Le 
P.V.P. ou le Dextran furent donnés aux patients ayant 
une chute de pression et une accélération du _pouls. 
Lorsqu’il y avait anémie trop prononcée on a donné du 
sang en plus. Leur administration ne nécessite pas de 
détermination de groupe sanguin ni du facteur Rh, que 
lon peut d’ailleurs déterminer en aucun temps par aprés. 
Comme résultat, dans la majorité -des cas la pression 
artérielle a été maintenue ou remontée au niveau néces- 
saire. Le P.V.P. a été plus efficace que le Dextran 
dans l’accomplissement de cette tache. 

La chute de pression ne se produisit que rarement 
lorsqu’on les administra en anticipation et il semble que 
les patients tolérérent mieux leur transfert a la salle. On 
n’a pas observé de caillot ni de précipitation dans les 
tubes lorsqu’on dut administrer du sang avant ou aprés 
le P.V.P. ou le Dextran et aucune complication ne prit 
place. Les pressions artérielles se maintinrent bien par 
aprés. Bien que les “augmentateurs du plasma” ne 
puissent remplacer le sang ils permettent de l’épargner 
et de maintenir les patients en attendant l’arrivée du 
sang.. Depuis la soumission pour publication de cet 
article, 150 autres cas ont été traités avec succés, sans 
complications, nous confirmant leur valeur lorsque la 
restoration du volume du sang circulant doit se faire. 





The use of “Benzedrex” inhalers in a group of 20 
patients subject to easily induced angina caused no symp- 
toms, nor did it cause any changes in pulse, blood pres- 
sure or electrocardiograms in any instance, despite the 
fact that the drug was inhaled in three times the amount 
recommmended by the manufacturer. The conclusion is 
reached that these inhalers can be used with perfect 
safety in patients with advanced arteriosclerotic heart 
disease.—Burnett, J. B. and Gundersen, S. M.: New 
England J. Med., 246: 449, 1952. 
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AN INVESTIGATION OF THREE 
TECHNIQUES OF PERFORATING 
KERATOPLASTY* 


H. WYATT LAWS, M.D.,t Montreal 


THE PURPOSE OF THIS WORK is to study and com- 
pare three recently advocated techniques of 
perforating keratoplasty. It is felt that a more 
accurate comparison could be obtained by hav- 
ing all procedures carried out by the same 
individual. 

A detailed review of the literature shows us 
that keratoplasty, as we know it today, has been 
developed slowly and against discouraging odds. 
The early workers experimented without benefit 
of sterile technique or anesthesia, and were 
subject to the almost universal derision of their 
fellow medical men. 


Keratoplasty was introduced in 1813 by Reisinger and 
Himly! who published the results of their attempts at 
heterokeratoplasty and homokeratoplasty using animals. 
All their grafts which healed became opaque within 
four weeks. 

Thomé,? in 1834, was the first to use sutures to hold 
the graft in position, and Bigger, in 1837, according to 
Shershevskaya,* was the first to advocate human cornea 
for donor material on human patients. In 1839, Schallern+ 
advocated exact size-matching of donor and _ recipient 
wound edges. In 1840, Walther, as reported by Castro- 
viejo,> suggested partial non-penetrating keratoplasty. 
According to Shershevskaya,® in 1840, Koenigshoefer 
originated the double-bladed knife and was the first to 
use human cadaver donor material, while in 1843, Stein- 
berg invented the first trephine-like instrument. 

The middle of the nineteenth century saw many dis- 
couraging reports and a growth of the idea that kerato- 
plasty was not clinically practical. In 1872, Power® pre- 
sented the first histological reports on corneal grafts; this 
was a great step forward. Von Hippel, in 1877,7: ® pro- 
duced the first practical corneal trephine, and in the 
same year, Power® maintained that homoplastic trans- 
plants were the only ones that could be expected to be 
successful. In 1887, an important advance was made 
when Von Hippel, as reported by Shershevskaya,* intro- 
duced local cocaine anesthesia. 

The first successful transparent graft with an adequate 
follow-up period was reported, in 1888 by Wagenmann;?° 
the operation had been performed on a rabbit using 
homoplastic donor smnitel 

In 1907, Zirm!!: 12 reported the first successful human 
case; again homoplastic donor material had been em- 
ployed. His graft was held in position by cross sutures 
inserted at the limbus. 

From 1908 to 1930, the Prague clinic, under Els- 
chnig,13 t016 experimented with keratoplasty. They 
devised new techniques and carried out scientific methods 
of follow-up, including histological studies. In 203 
human cases, they claimed 73% transparent “takes”. 
Elschnig did full-thickness grafts held in position by a 
bridge suture from the conjunctival margin above to the 
same place below; he contracted the pupil to avoid 
injury to the lens. Present-day keratoplasty is an out- 
growth of his work. 





*This paper is a condensation of the Candidate’s thesis 
for the Diploma in Ophthalmology, McGill University. 
Reprinted from the Archives of the Canadian Ophthalmo- 
logical Society 1951. 

+From the Montreal General Hospital, Montreal. 
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The next important contribution came from Filatov 
and his clinic.17 to22 From 1922 to 1938, they did 436 
human transplants and claimed 24%’ success in cases 
where no complications developed. They used a full- 
thickness, trephined graft which was held in position 
with a conjunctival flap or egg membrane. The lens and 
iris were protected by a celluloid spatula which was 
introduced through two parallel Graefe knife incisions 
near the limbus, and which was removed after the 
graft was in position. 

In 1935, Thomas2* published his operation for kerato- 
plasty, in which he bevelled the partial-penetrating 
graft and recipient cornea. His graft was held in posi- 
tion by two figure-of-eight sutures attached to the host 
cornea one millimetre from the cut edge, and lying 
across the graft. He dilated the pupil to avoid anterior 
synechiz, 

From 1932 to the present, Castroviejo® has experi- 
mented with keratoplasty, copying and building on the 
work of these others. He has been able to present us 
with a sound scientific tabulation of the indications and 
contraindications for keratoplasty;24 basic rules for pre- 
operative, operative, and postoperative care; causes of 
complications and how they should be treated; and a 
sound technique for performance of either a trephined 
or a_square-window partial-penetrating corneal trans- 
plant.25 Valuable adjuncts to his work have been added 
in the past seven years by Katzin,?6 t© 28 Paton,2® and 
many others. 


Briefly, the present (January 1950) basic ac- 
cepted mechanical requirements for a successful 
partial-penetrating corneal transplant technique 
are as follows: (1) The trephined donor graft 
should be approximately from 5.0 to 7.0 mm. in 
diameter; it should be cut cleanly through all 
its layers with the trephine and not require the 
use of scissors. (2) The window in the recipient 
eye should be trephined the same size as the 
graft; completion of the cutting with scissors is 
permissible and usually necessary in the deeper 
layers of the cornea; bevelling of the graft,and 
recipient cornea is contraindicated. (3) The pupil 
should be dilated. (4) The graft should be. held 
in position by some mechanical means so that 
edge-to-edge approximation may be as exact as 
possible. 


SURGICAL TECHNIQUES EMPLOYED 


Three separate surgical techniques were com- 
pared by performing ten homoplastic corneal 
transplants with each method, on rabbits. In all 
three techniques a 5.5 mm. full-thickness, 
penetrating graft was employed, and the pupil 
was dilated with atropine. 

In the first technique, the graft was held in 
position with two double-armed, six-0 silk 
sutures each placed in a figure-of-eight accord- 
ing to the method advocated by Thomas.*° 

The second technique was identical to the 
first with the addition of an egg membrane be- 
tween the sutures and the donor graft. 

The third technique was based on the method 
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advanced by Pittar*! in 1949 in which he held 
the graft in position with a platinized-gold ring- 
shaped splint which had four arms sutured to 
the host cornea. The method employed was that 
of John T. Worcester*? using a ring-shaped 
plastic (methacrylic resin) splint, or conformer, 
moulded to fit a five-pound rabbit’s eye and 
sutured to the recipient cornea over three equi- 
distant arms. 

The overall plan employed in all three tech- 
niques was based on the 1947 publication by 
Stanbury and Wadsworth* on: the surgical tech- 
nique of corneal transplantation in rabbits. A 
few innovations were added which seem worth 
mentioning. Instead of giving the sodium pento- 
barbital in two doses totaling 1.0 c.c. per kilo of 
body weight, one dose equalling 4/5 c.c. per 
kilo of body weight was given slowly, intra- 
venously, immediately before operation. This 
gave adequate relaxation and reduced anesthetic 
deaths to one in twenty-five, as compared to one 
in five by the two-dose method. The lid speculum 
was done away with and, instead, lid sutures 
were placed in position before commencing the 
keratoplasty; the loops of these sutures were 
turned aside and clamped to the towel. In this 
way any spasmodic jerking of the rabbit carried 
the eye towel with the head and avoided both 
contamination of the field and muddling of the 
sutures. The mouth clamp was rarely used as it 
seemed to increase the incidence of jerking. The 
use of a metal ring to which to attach the fixation 
sutures was dispensed with as movement of the 
rabbit inevitably resulted in suture confusion 
and loss of sterility; instead, two fixation sutures 
were placed at the limbus 180° apart and were 
held manually by the assistant during those 
periods of the operation when fixation was 
necessary. On the seventh postoperative day, the 
sutures were removed. This was done under 
local cocaine anesthesia; no difficulty was ex- 
perienced in so doing and the chance of losing 
an animal by anesthetic death was thus removed. 

Except where an eye was obviously lost and 
the animal suffering, all the eyes went through 
a follow-up period of not less than three months 
before they were removed and sectioned. 

Complications were treated as required within 
the limits applicable to rabbits. While cortisone 
became available in the middle of this project, 
it was not employed on any of the cases. 

As this work was concerned essentially with 
clinical results, no attempt was made to study 
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the histology of the healing process at different 
stages. 


RESULTS 
Gross OBSERVATIONS 


Clear grafts (free of vessels): Technique I, 
30%; Technique II, 60%; Technique III, 10%. 

Opaque grafts: Technique I, 50%; Technique 
II, 10%; Technique III, 50%. 

Other failures: Technique I; there was one 
fairly clear graft with slight central opacity; and 
one case of panophthalmitis; 20%. 

Technique II; there was one graft which was 
clear centrally but which had several invading 
vessels; one eye was lost due to traumatic 
cataract followed by massive protrusion of the 
graft and intraocular contents; one eye was lost 
due to iritis with glaucoma and protrusion of 
the graft; 30%. 

Technique III; one graft was clear centrally 
but opaque peripherally and invaded by blood 
vessels; three cases developed iritis followed by 
glaucoma and anterior staphyloma; 40%. 


HISTOLOGICAL OBSERVATIONS 


The epithelium at the junction of the graft and 
recipient cornea tended to be thicker, filling in 
gaps and bridging uneven areas to present a 
smooth anterior surface. 

Bowman’s membrane followed much the same 
course as that of the epithelium being present 
and in good condition in all cases in which the 
epithelium remained intact and not being 
demonstrable where the epithelium was de- 
stroyed. In each case, at the point of junction 
between the donor and recipient cornea, the 
continuity was lost. 

The stroma of the graft showed a loss of the 
normal arrangement of the lamellze in the un- 
successful cases, with replacement by fibroblasts, 
round cell infiltration, and blood vessels. On ex- 
amining the microscopic slides of those cases in 
which vascularization of the graft had occurred, 
it was found that with possibly one exception, 
all those with anterior synechiz had deeply 
placed corneal vessels, while the others showed 
either superficial vessels or a mixture of both 
deep and superficial. In successful cases, the 
lamellz were essentially unchanged. It was noted 
that in those successful cases where the graft was 
either thicker or thinner than the recipient 
cornea, a funnel-shaped bridging took place at 
the site of the operative cicatrix at an angle of 
up to thirty degrees. 
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Descemet’s membrane was present in all suc- 
cessful grafts and was bound up in the cicatrix 
at the junction with the recipient tissue. In most 
of the cases showing poor results, it was either 
not demonstrable or was coiled up irregularly 
in the fibrous tissue replacing the graft. 

The endothelium was always intact in the clear 
grafts, bridging the operative cicatrix and being 
continuous with that of the recipient cornea. In 
some cases it was partially lost in the presence of 
massive keratic precipitates which involved both 
the donor and recipient posterior corneal sur- 
faces. In those cases having complete anterior 
synechiz it was entirely absent in both the graft 
and the recipient cornea. 

From a study of the microscopic sections, 
opacification or loss of the graft appeared to 
occur for the following reasons: 

(a) Poor marginal coaptation; this occurred in 
eight cases. 

(b) Postoperative infection; one eye was lost 
from panophthalmitis; three cases showed iritis; 
three others had iritis and eventually secondary 
glaucoma with an anterior staphyloma. 

(c) Incarceration of intraocular structures in 
the operative wound; in one case the lens ap- 
parently had been nicked by the trephine as lens 
material extruded past the wound edge; in eight 
cases anterior synechiz were found which ranged 
in size from one small attachment to the wound 
edge, to complete union of iris and cornea. 

(d) Vascularization of the graft; in ten out of 
eleven completely opaque grafts and in two 
partially opaque grafts invading blood vessels 
were clearly demonstrable growing in from the 
limbus. 


DISCUSSION 


It will be seen from the above that the gross 
and histological findings ran a close parallel in 
the first and second techniques, but that in the 
third technique there were four cases in which 
the graft became opaque but in which the usual 
pathological findings associated with an opaque 
graft were missing. In these four cases, the 
central part of the graft showed dense cicatricial 
tissue. During the postoperative follow-up of 
those cases done by method three, it was noted 
that except for the one successful case and the 
one fair case, the remaining eight showed hernia- 
tion of opaque cedematous corneal tissue through 
the central hole in the conformer. It was this 
central area of the graft which later became re- 
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placed by scar tissue. It will be noted that 
Stallard** made this same criticism of Pittar’s 
technique when he presented his own plastic 
conformer for corneal transplants in July, 1950. 
Stallard’s conformer contains no central opening. 
It seems fair to assume that these four grafts 
might have been successful if no aperture had 
been present in the conformer. This would have 
raised the total of successful grafts in the third 
group to five and thus would have made the 
plastic conformer very nearly as successful as the 
egg membrane. Worcester’s*? results using the 
plastic conformer closely paralleled my own. It 
would be interesting to determine if more rabbit 
keratoplasties done with a solid plastic conformer 
of the type advocated by Stallard** would give 
more clear grafts. 

It may be speculated that the reason for the 
second, or egg membrane, technique proving 
superior to the first technique lies in the fact 
that in experimental animals, where postopera- 
tive care is of necessity difficult, the egg mem- 
brane acted as an extra defense against trauma. 
That it was no protection against infection was 
seen in the histological studies where it was 
noted that round cell infiltration was missing in 
those cases operated on by the first technique, 
but was seen in several cases operated on by the 
second and third techniques. This would tend to 
substantiate Townley Paton’s*® statement. that 
sutures alone give better results in humans than 
sutures combined with the egg membrane. An- 
other advantage in not using an egg membrane 
in humans, is the improved visibility obtained 
by the doctor when he changes the dressings, 
thus assisting his judgment in the postoperative 
care. This is no advantage in rabbits which can- 
not be closely examined until the lid sutures are 
removed on the seventh day. 


SUMMARY AND CONCLUSIONS 


A report is presented giving the results of 30 
homo-plastic rabbit keratoplasties. Three sepa- 
rate techniques were employed to hold the grafts 
in position, using ten eyes for each, 

The technique using two double-armed six-0 
silk sutures each placed in a figure-of-eight ac- 
cording to the method advocated by Thomas, 
and having an egg membrane between them and 
the graft, gave 60% clear grafts, as compared 
with 30% using the same method with no egg 
membrane. A third technique employing a plastic 
conformer gave only 10% clear grafts. 
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It can be concluded from the results of this 
study that, in rabbits, the technique using an egg 
membrane and Thomas sutures gives the best 
results, in that more clear grafts were obtained. 
However, in this method and in that using a 
conformer, there was more evidence of inflam- 
mation and more eyes lost. 


I wish to express my sincere gratitude’to Robert W. 
Pearman, M.D. and Eric L. Smith, M.D., recently resi- 
dent and assistant resident in Ophthalmology at the 
Montreal General Hospital, for their invaluable assistance 
in performing these corneal transplants. 

To John T. Worcester, of the Manhattan Eye, Ear, 
and Throat Hospital, I am deeply grateful for his kind- 
ness in permitting. me to use his plastic conformer while 
his work was still pending publication. 

Thanks are due Miss Doreen Slessor for making up 
hundreds of slides for the histological study of this 
survey. 

I a owe a debt of gratitude to John V. V. Nicholls, 
M.D., of Montreal, for his editorial assistance, and 
Herbert M. Katzin, M.D., of the Eye Bank Laboratory, 
New York City, for his stimulating and generous personal 
advice. 
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THE DEFENCE RESEARCH 
MEDICAL LABORATORIES: 
THEIR CHARACTER AND 
OPPORTUNITIES* 


M. G. WHILLANS, M.D.,+t Toronto 


THE DEFENCE RESEARCH Boarp is supporting two 
kinds of research of medical interest, both 
essential to defence. The field of medicine 
related to the prevention and treatment of sick- 
ness and injury is the only field most of us con- 
sider when medical research is discussed. The 
other kinds of research relate to the fit man in 
his task; his effectiveness for his duties as judged 
by his educational background, his training, the 
problems caused by environmental factors and 
hazards affecting his performance, the assess- 
ment of his task with a view to better methods 
of work, better protective clothing, better food 
and better tools.{ 

*Address given to the Armed Forces Medical Section, 
Canadian Medical Association 83rd Annual Meeting, 
Banff, Alta., June 13, 1952. 

aa ergpamamanit Defence Research Medical Laboratories, 

oronto. 

tThe strict definition of the adjective ‘medical’? does not 
include these fields. For want of a more accurate term, 
“medical” is used, I feel, quite properly. The long range 
objective of medical and allied research worker should 
include the betterment of man’s ability to work and live 


in his environment. This could be called the logical! step 
beyond preventive medicine. 





This second type of medical research calls for 
many scientific disciplines and a thorough under- 
standing of job requirements if these large re- 
sponsibilities are to be properly discharged. 
Partnership and responsibility for much of this 
broad field is shared with engineers, psycholo- 
gists, physicists, chemists, and others. It is in 
this field of medical research that the Defence 
Research Medical Laboratories are engaged, on 
behalf of the three armed forces. 

During World War II Canada’s excellent 
record in this field of research is well known. 
The wartime National Research Council Asso- 
ciate Committees on Medical Research gave a 
tremendous impetus to medical research in each 
of the three services and as the record now re- 
veals, also to medical research in Canada. There 
was an early and firm grasp of the need for 
studies on environmental factors and equipment 
as these affected the fit man, and for studies of 
his performance in assigned tasks. There was no 
hesitation in entering fields in which medical 
men and their colleagues are not characteristic- 
ally involved, if such entry was going to meet 
the larger, broader challenges posed by burgeon- 
ing environmental and occupational problems. 
The result was medical partnership or leadership 
in protective clothing, in the design of better 
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oxygen equipment, in emergency kits, in inter- 
communication problems, and so forth. 

The volume of research activity of this type 
was, as might be expected, greatest in the field 
of aviation medicine. For the first time Canada 
had to train large numbers of men for highly 
specialized tasks. To fit them for these special- 
ized tasks, to equip and train them to use 
personal equipment, a considerable amount of 
research and development was required. The 
activities of the R.C.A.F. Clinical Investigation 
Unit under Dr. G. E. Hall’s direction are well 
known to many of you, together with other im- 
portant activities sponsored by the R.C.A.F. A 
highly productive team was directed by Dr. C. 
H. Best on behalf of Naval medical research. 
Army medical research investigators working 
under Dr. Hurst Brown tended to be more con- 
cerned with clinical problems, though much 
valuable work in this field of occupational medi- 
cine was accomplished by them. 

Since World War II, the R.C.A.F., in large 
part through the good offices and hard work of 
Dr. W. R. Franks, Air Commodore Corbet, and 
W/C Brown, kept active the facilities for avia- 
tion medical research, and consolidated in one 
establishment—the Institute of Aviation Medi- 
cine—aviation medical research, medical selec- 
tion, medical indoctrination, medical statistics, 
and an active program of development. 

Since these activities reflect considerable 
credit on the organizers and workers concerned, 
why should Canada not have continued on that 
separate service basis? The basic answer lies in 
the reasons for the existence of the Defence 
Research Board and its Defence Scientific 
Service. In a nation the size of Canada, the size 
of each of the armed forces is such that separate, 
first class research programs in each field for 
many of the branches of each service would be 
expensive, and would make it more difficult or 
even impossible to secure high grade scientific 
talent for all. The yields of research almost al- 
ways have applications beyond a single field. 
Research on protective clothing is bound to in- 
clude such problems as durability, water vapour 
and air permeability of fabrics, and the provision 
of adequate insulation with minimum bulk. 
These considerations are of the most direct con- 
cern to all three of the armed forces. It would 
be illogical to set up clothing research labora- 
tories for each of the armed forces in Canada, 
when most of the results obtained would almost 
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inevitably be of at least some use to all three of 
the services. The same argument applies to the 
development of packaged rations, the assessment 
of noise and intercommunication problems, the 
understanding of toxic hazards and of means to 
deal with them, the basic methods for selection 
and training of recruits, studies of instructional 
technique, and so on for practically the whole 
field of research as applied to the man in the 
armed forces. Even more important is the diffi- 
culty of getting a first rate team together and 
justifying adequate equipment unless this is to 
be done on a tri-service basis. 

The fields of research related to the fit man at 
his task could each be represented by a separate 
research laboratory. It is more logical however, 
to bring them into association in one establish- 
ment. The Defence Research Medical Labora- 
tories in effect is a collection of laboratories, each 
profiting by a single administrative service, by 
the sharing of large expensive items of equip- 
ment and most important of all, each deriving 
benefit from the partnership of other scientific 
disciplines in other sections. At the same .time, 
each section is largely responsible for developing 
its own sphere of usefulness and its own scien- 
tific relationship, assisted by the administrative 
service in DRML and by co-ordination staff 
work in the Defence Research Board head- 
quarters. It is a common occurrence in our 
laboratories that scientists of several sections 
discuss some problem in which each of the sec- 
tions represented has an interest. Thus, while 
each section operates in practise as a scientific 
unit, it benefits by the sharing of administrative 
services, special facilities and the “ready to 
hand” advice of competent scientists in other 
fields. This arrangement is not unlike that of a 
clinic operated by a staff of specialists covering 
the whole field of clinical medicine. The labora- 
tories, by analogy, comprise a clinic for the study 
of problems related to the fit man in his job. 

The laboratories.—A brief description of the 
character of each section will help in under- 
standing the nature of the laboratories. 


The administrative services are located on the 
compound of the R.C.A.F. Station, Toronto, in 
close relationship to the R.C.A.F. Institute of 
Aviation Medicine. A good deal of sharing of 
facilities goes on, and many functions are per- 
formed by each establishment on behalf of the 
other. This overlapping is also present in the 
research and development projects of mutual 
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interest with benefit to both. While the establish- 
ments are administratively distinct, functionally 
there is a considerable degree of sharing of tasks 
and responsibilities. 


The scientific sections at present are badly 
scattered. The toxicology section is located in 
Ottawa; the workshops and human resources 
sections are at Downsview, seven miles from the 
R.C.A.F. Station Toronto; the food laboratories 
are about one and a half miles west from Avenue 
Road on Bathurst Street; and the remaining 
sections are located in four buildings in the com- 
pound of the R.C.A.F. Station Toronto. Some 
relief from the present wide dispersal of facilities 
will result from the move next summer into the 
building now being constructed at Downsview, 
north of Toronto. 

The group working on physiological problems 
includes a team working on high altitude pro- 
jects, such as the effect of altitude on peripheral 
circulation, the improvement of research tools 
for studies in aviation medicine and basic re- 
search necessary to the use of such apparatus, 
and the provision of advice on physical and 
mathematical problems to other sections in the 
laboratories. Their chief tool is the decompression 
chamber. There are many problems in the field 
of acceleration and safety equipment. The human 
centrifuge is being used for the assessment of 
tolerances to increased forces of gravity as judged 
by blackout of aircrew in various stages in train- 
ing, and with varying amount of flying experi- 
ence. Other physiology teams are assessing 
various bodily reactions to cold, the effects of 
cold on joint movement, the possible usefulness 
of ascorbic acid in resistance to cold through 
tests cn humans, the problem of load carrying 
by the infantryman, and other such problems. 
For these studies, in addition to regular labora- 
tory facilities there is a tropical room, and a 
large cold chamber containing a decompression 
chambe:. Temperatures as low as -60° F. can be 
attained. 

Recent D.R.M.L.—I.A.M. studies on motion 
sickness have revealed an important new slant on 
its cause and prevention. These studies make use 
of a mechanically powered swing, and an un- 
usual turntable. 

The study of the efficient production and trans- 
mission of the spoken word and of its intelligi- 
bility at the receiving end is the task of the 
Sonics section. The obvious difficulties in making 
oneself intelligible in a noisy atmosphere and the 
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difficulties of verbal communications in such 
atmospheres are common, and often critical in 
nature, where speed and accuracy may be in- 
dispensable. 

Nearly everyone is a self-styled expert on 
clothing and on food, and those working as 
genuine experts in these fields therefore have to 
be particularly able. 

The staff in the clothing research section is 
examining the principles of clothing, its func- 
tional properties, and the properties of materials 
which may be used in clothes. For example, this 
section is making a fundamental study on the 
water vapour transmission characteristics of 
textiles. It is also concerned with the best design 
of protective clothing for severe cold—both for 
the Army, and for the R.C.A.F. While the 
facilities now in the laboratories are extremely 
limited, an arrangement with the Ontario Re- 
search Foundation provides necessary laboratory 
space until quarters in the new building can be 
occupied. 

While the food section's principal objective is 
the provision of necessary research and develop- 
ment for improvement of service food require- 
ments, its actual function has been confined to 
the development of packaged rations. This calls 
for close working relationships with food and 
packaging firms and the provision of laboratory 
facilities to study products submitted by them. 
The effects of storage on foods at different 
temperatures must be known, and whether the 
food, as it may be delivered to the consumer in 
the armed forces, will be acceptable. Accord- 
ingly, the section is deeply involved in ration 
trials, and is almost constantly making accepta- 
bility studies in its taste-testing laboratory. 


Preparedness against possible enemy use of 
gas is necessary, and a considerable problem 
now that the new, much more toxic nerve gases 
developed by the Germans have become poten- 
tial weapons. A thorough understanding of the 
mechanism of action of these and other possible 
agents will provide better avenues for the pre- 
vention and rational treatment of casualties. 
This type of activity and the assessment of other 
possible toxic hazards, which may be encoun- 
tered anywhere in the armed forces is the con- 
cern of the toxicology section. A typical question 
is, what are the hazards to men in tents from 
burning leaded gasoline in pressure operated 
stoves? This section has a close working relation- 
ship with the Defence Research Chemical 
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Laboratories in Ottawa and is equipped with 
up-to-date facilities for the investigation of these 
types of problems. 

The personnel research section is concerned 
with the best means of conserving and utilizing 
manpower. This calls for study of the principles 
and practice of selection and training, and leads 
to larger problems in manpower allocation. 

The applied experimental psychology section, 
on the other hand, is studying the best means 
of utilizing human capacities, and this requires 
a thorough knowledge of the man’s capacities 
for his job, and the study of the job itself so that 
it may be modified better to suit human capaci- 
ties and preferences. For example, visual and 
perceptual problems are being investigated, and 
a more suitable navigator’s compartment has 
been designed. 

An animal colony, a library, and a fine work- 
shop capable of making a wide range of instru- 
ments and research apparatuses are available to 
all sections. By such sharing of common facilities 
it is possible to provide better services for all 
sections. | 

The importance of the work.—The many scien- 
tific disciplines and facilities outlined above 
reflect the diverse functions of the laboratories 
and a capacity to meet a wide variety of prob- 
lems. Much more attention must be paid to 
methods for improving the military man’s 
capacity to stay effectively on the job and for 
improving the character of his work so that it 
may be done more easily and more accurately. 
It is almost lazy thinking to assume that any im- 
provement in military effectiveness always de- 
mands a great deal of research and development 
on better aircraft, guns, radar, asdic or warships. 
A recent lesson from Korea can be drawn. 
Russian fighter aircraft have shown a capacity 
for performance of the highest order and it is 
clear to us all that in Korea the Russian pilots 
are at least as well mounted as the United 
Nations’ pilots. Nevertheless the figures for air 
to air combat losses have shown a striking dif- 
ference in our favour. A ratio of from five to 
seven Russian losses to one U.N. loss has been 
credited by the United States Secretary of 
Defence for Air. While the lessons must be 
drawn cautiously from such figures we cannot 
afford to ignore the human factor in explaining 
such a_ difference. Better aircrew selection, 
superior combat training, more attention to per- 
sonal clothing and equipment, better food on 
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the job, close studies of control mechanisms, 
protection from noise and better intercommuni- 
cation, better instrument layouts and seating 
arrangements, all these mean that the military 
machine becomes more an extension of its 
operators own body and will, and less an ap- 
paratus whose complexity is reflected in its con- 
trol devices. 


We must not only be sure that our infantry- 
man who may be called upon to oppose his 
counterpart in war is as well or better armed 
and supplied than his opposite number, but also 
we must see that he is not burdened with ex- 
cessive or awkwardly placed loads. What he 
does carry into combat not only should be essen- 
tial but should also be carried and employed in 
a fashion fitting his physical and mental capaci- 
ties.. Some recent studies we have made make 
us certain that our infantryman has not been 
getting the best “treatment” in these respects. 

The provision of protective clothing which 
will not only keep the man on duty warm in 
cold and wind but do that in spite of driving 
rain and spray is one problem which has plagued 
the Navy and which is not yet satisfactorily 
solved. Steps have recently been taken: by the 
Navy towards a promising solution in consulta- 
tion with the laboratories. 


A deeper appreciation and application of the 
principles of improving the performance of fit 
men may well determine our successful emer- 
gence from a closely matched major conflict. The 
Defence Research Medical Laboratories can as- 
sist in fostering these principles in their day to 
day relationships with the three armed forces, 
and expressing these principles in the quality and 
kind of results produced from the investigations. 
Not least is the fact that most-of the work may 
prove equally or more valuable in civilian life. 

In fulfilling these functions Defence Research 
Medical Laboratories will need the encourage- 
ment and support of the medical profession. The 
traditional function of tending the sick will 
always call for most of the profession’s energies. 
As preventive medicine advances it can be pre- 
dicted that more attention of the medical pro- 
fession can and will be directed towards the im- 
provement of the lot of the fit individual. This 
is one of the highest services medical research 
workers can perform. The staff of the Defence 
Research Medical Laboratories is striving to 
perform this function now, on behalf of the 
Armed Forces. 
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THROMBOCYTOPENIC PURPURA 
COMPLICATING INFECTIOUS 
MONONUCLEOSIS* 


ROBERT VOLPE, M.D., 
BALFOUR B. SPARKS, M.D. and 
LAWRENCE S. MAUTNER, M.D., Toronto 


THERE HAS BEEN a great deal written about the 
varied manifestations of infectious mononucleo- 
sis. The occurrence of thrombocytopenic purpura 
in infectious mononucleosis is considered to be 
very rare, although hemorrhagic tendencies are 
not now considered unusual. Nevertheless, as 
late as 1922, Longcope’ stressed the absence of 
purpura in infectious mononucleosis, in compar- 
ing the condition with leukeemia. Hematuria has 
been a fairly common manifestation of infectious 
‘mononucleosis, and in a series of 270 cases col- 
lected in 1921 by Tidy,? as many as 6% were 
found to have urinary bleeding. Downey and 
McKinley* in 1923 described purpuric eruptions 
of insignificant degree in two cases. Bernstein,‘ 
in his review in 1940, reported that epistaxis had 
been noted as early as 1895, and mentioned 
benign nephritis, epistaxis, rectal bleeding, 
bloody sputum, bleeding gums, and ecchymoses 
and hemorrhages into skin, palate, uvula, buccal 
mucosa, lips and conjunctive. He stated the 
bleeding could not be used as a point in dif- 
ferentiating mononucleosis from leukemia. In 
most of these reports, platelet counts were either 
not done, or were normal. 

Cottrell’ in 1927, reporting 12 cases of infec- 
tious mononucleosis mentioned one with a 
platelet count of 77,600, but without heemor- 
rhagic phenomena. Minot** in a case report in 
1929 was the first to accurately establish the 
occurrence of thrombocytopenic purpura in in- 
fectious mononucleosis and added three more 
cases in 1936. However, a heterophil antibody 
test was performed in only one of these cases, 
and it was negative. Tidy and Williams’ in 1931 
recorded Williams’ own illness complicated by 
purpura. He had a prolonged bleeding time, 
and a positive capillary. fragility test. Unfortun- 
ately, no platelet counts were done. 

It was not until 1942 that Magner and 
Brooks® reported the first case of infectious 
mononucleosis with thrombocytopenic purpura 
in which the heterophil antibody test was signifi- 
cantly elevated (1:800). The patient was a 20 


*From the Departments of Medicine and Pathology, St. 
Joseph’s Hospital, Toronto, 
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year old white male who had hematuria, gin- 
gival bleeding, and purpuric spots on the legs 
occurring seven days after the onset of occipital 
headaches and fatigue. In addition to bleeding, 
the patient had inguinal adenopathy and a pal- 
pable spleen. The leukocyte count was 18,500, 
and the smear showed the typical infectious 
mononucleosis cells, as well as a reduction in 
platelets. The bleeding gradually disappeared, 
and the patient recovered. 

Further similar cases have since been reported 
by Tager and Klinghoffer,?° Lloyd,'! Goldbloom 
and Denton,!2 Custer and Smith,'* Wallerstein 
and Madison,'* Angle and Alt,* Kutzer and 
Allen’® (2), and Thompson." In 1945, Read and 
Helwig'* described three cases with thrombo- 
cytopenia, anzemia and leukopenia and one of 
these cases had purpura, while another had 
hzematemesis and melena. 

Bernstein,‘ in 1940, reported a 16 year old 
female with episodes of bleeding from various 
sites. She was admitted to hospital because of 
purpura, epistaxis and fever. Hepatomegaly and 
splenomegaly were found. The leukocyte count 
was 10,000/c.mm. with 40% lymphocytes. The 
platelet count was 70,000. The Paul-Bunnell test 
was positive, and the Wassermann falsely posi- 
tive. The patient recovered after receiving blood 
transfusions, but she continued to have episodes 
of bleeding and thrombocytopenia. 

Similarly, Dameshek and Grassi'® reported the 
case of a 22 year old girl who had had hemor- 
rhagic tendencies for two years prior to her 
hospital admission. She developed a sore throat, 
swollen cervical lymph glands, gingival bleeding, 
and hemorrhagic spots on arms and chest. She 
was admitted gravely ill, and found to have 
cervical and axillary lymphadenopathy and 
splenomegaly. The leukocyte count was 12,800 
per c.mm. with 64% lymphocytes. Platelets were 
less than 10,000/c.mm. A sternal bone marrow 
was normal. The heterophil antibody test was 
positive 1:640. The patient continued to bleed 
despite repeated blood transfusions, and did 
not cease until splenectomy was performed. She 
improved thereafter, and there was also an in- 
crease in her platelet count. 

In the cases of Bernstein and Dameshek and 
Grassi, it is possible that thrombocytopenic 
purpura was pre-existent to the onset of the 
mononucleosis which apparently exerted an ag- 
gravating influence on the thrombocytopenic 
purpura. These cases are therefore different from 
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the previous cases mentioned in which the 
thrombocytopenic purpura was _ concomitant 
with, and not independent of, the.mononucleosis. 


Goldbloom and Lieberson,”’ in 1948, report the 
case of a 21 year old male with thrombocytopenic 
purpura associated with malaise, fever, mild 
jaundice, but no lymphadenopathy or spleno- 
megaly. The leukocyte count was 7,800, with 
50% lymphocytes, many of which were atypical. 
The heterophil antibody test was negative on 
two occasions. The serum bilirubin was 6.1 mgm. 
and the cephalin-cholesterol flocculation test was 
four plus. The day after admission, his platelet 
count was 30,000/c.mm., but rose to normal 
within four days. This case was diagnosed as 


infectious mononucleosis, but it seems more 
probable that the patient had _ infectious 


hepatitis. 

Thus it would appear that there are only 11 
cases reported to date of infectious mononucleo- 
sis with concomitant thrombocytopenic purpura 
associated with a significant heterophil antibody 
titre. It is because of the great rarity of this com- 
bination that it was felt warranted to add an- 
other case to the literature. 


TABLE I. 


INFECTIOUS MONONUCLEOSIS 
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pharynx. He stated that he had slightly tender, enlarged 
glands in the neck for one week prior to admission. 

He had previously been in excellent health, and there 
was no personal or family history of haemorrhagic tenden- 
cies. 

Physical examination revealed a somewhat thin, alert 
young man. His pupils reacted to light and accommoda- 
tion. The scleraze were not icteric. Ophthalmoscopic ex- 
amination was normal, and there were no _ retinal 
hzemorrhages. There were small petechial haemorrhages 
noted on the buccal and palatal mucosa, and there was 
evidence of previous bleeding from the gums. The 
pharynx was injected. Enlarged, firm, smooth, slightl 
tender cervical lymph nodes were palpated in bot 
anterior and posterior triangles of the neck bilaterally. 
The trachea was in the midline, and the chest was clear. 
The heart was not enlarged. The apex rate was 74, and 
mene. Blood pressure 100/60. The liver was_ barely 
palpable. The spleen was palpable two inches below the 
costal margin, and was firm, smooth and not tender. 
There were a few enlarged lymph nodes palpable in each 
axilla. Epitrochlear nodes coal not be palpated, and 
inguinal lymph nodes were not remarkable. The neuro- 
logical examination was completely normal. The skin 
showed innumerable discrete small purpuric areas, 1/16 
to 1/2” in diameter, appearing most commonly in the 
pretibial area but there were less numerous petechiz 
scattered over the remainder of the body. There was no 
clinical icterus. Rectal examination was negative. The 
temperature on admission was 101.0° F. 

A chest x-ray was taken, which showed no hilar en- 
largement. There was slight accentuation of the broncho- 
vascular markings in the left mid lung field, but no 
parenchymatous infiltration or consolidation was noted 
in either lung field. 

Hematological and blood studies soon established the 
diagnosis of infectious mononucleosis and thrombocyto- 
penic purpura. Laboratory work is tabulated as follows: 
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Large : Small 
Hospital day Baso Eosin. Myelo. Metamyelo. Neutro. Prolymph. lymph. lymph Mono 
| ee ere 0 0 0 + 18 1 69 5 3 
ee arreree 0 0 0 0 41 0 41 10 7 
Metevtkdtecwne 2 0 0 0 31 0 30 34 3 
TABLE II. 
Bone Marrow (list Hosprtau Day) 
PENT. ohn ec dena dees 2.5% Eosinophilic myelocytes. .. . . 1.0% Proerythroblasts......... 2.0% 
Promyelocytes............. 9.0% Eos. polymorphonuclear Normoblasts (early)...... 8.0% 
leukocytes............. 2.5% 
i 20.5% Lymphocytes.............. 4.0% Normblasts (int.)......... 5.0% 
Metamyelocytes........... 18.5% Atypical lymphocytes....... 14.5% Normoblasts (late)........ 4.0% 
Polymorphonuclear 
SOONERS. 5 ks aos cae 8.0% NN os ne) era ce 1.5% 





CasE REPORT 


Mr. K.S., a 24 year old white university student, was 
admitted to the medical wards of St. Joseph’s Hospital, 
Toronto, on February 27, 1952. He had been in his 
usual good health until three weeks prior to admission 
when he began to complain of generalized weakness, 
fatigue, and malaise. He became anorexic but had no 
nausea or vomiting. One week prior to admission, he 
developed a sore throat, rhinitis, feverishness, and 
rigours. He had a dull back ache, aching behind the 
ears, and generalized muscular aches throughout the 
body. These complaints persisted, and five days prior to 
admission, he developed multiple purpuric spots on both 
lower extremities. He also developed bleeding from the 
gums, and noticed red spots on the palate and the 


Most of the renee, particularly in the first 
smear, were atypical, and presented the typical picture 
of infectious mononucleosis. The nuclei of these lympho- 
cytes were various shapes—oval, lobulated, or kidney 
heoed. and no nucleoli were seen. The nuclear chrom- 
atin was coarse. The cytoplasm was basophilic and 
foamy. Erythrocytes were normal in appearance. 

Megakaryocytes were moderately increased in the bone 
marrow, and there was an erythroid hyperplasia. There 
was an increase in atypical lymphocytes. 

His urinalyses initially showed marked microscopic 
hzematuria which disappeared in one week. 

The patient aeaiiuanlie improved, and within a few 


days, his purpura began to fade. There was no clinical 
icterus at any time. His malaise, sore throat, and anor- 
exia disappeared, his temperature fell to normal, and 
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he felt much improved within a week of admission. His 
lyn ben epee and splenomegaly were not demon- 
strable after March 5 (8th hospital day) and his pur- 
pura had completely disappeared by March 10, 1952 
(13th hospital day). 

_ Treatment was symptomatic only. He was discharged 
feeling well on March 14, 1952, and is perfectly well at 
this writing (June 18, 1952). 


Discussion 

In our case, in addition to the usual hamato- 
logical studies, prothrombin consumption times 
were performed by Dreskin’s*! modification of 
Quick's’? method.’ According to Quick,”* the 
rate of prothrombin consumption is proportional 
to the platelet count, provided the other coagu- 


TABLE III. 
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patient exhibited lasted sixteen days; and its ap- 
pearance did not signify a serious import. The 
patient also displayed laboratory evidence of 
some parenchymal liver damage, which is so 
well-known a feature of infectious mononucle- 
Osis.** 

The thrombocytopenia occurring in infectious 
mononucleosis has always been considered rare, 
but Angle and Alt in a study of seven cases 
of infectious mononucleosis without purpura, 
found low platelet counts in five of them. Of the 
seven cases studied, six were seen during the 
first week of symptoms. In four of these patients, 


re EAD NEN EERE A TC LL NET NE RN LS LAS LT I AA AGN RARER MMMM en TS 
























































Hematology tests 1st hospital day 2nd day 6th day 13th day 17th day 
Leukocyte count.............. 17,800 14,700 9,400 9,000 
Hemoglobin (in grams/100 c.c.). 13 12.8 
Erythrocyte count............. 4,220,000 4,400,000 
Pe IR Sc kek oe sno FR%s 21,000 26,000 80,000 256,000 328,000 
MIE ID nn cess caw nnn 20’ 3’ 10” 
OMI os occ wees 16’ 10” 5’ 20 
Clot retraction time........... Markedly delayed 
Prothrombin time............. Control 17 sec. 
; Test 18 sec. 

Prothrombin consumption time 
_ (normal 25 to 50 sec.)...... 14 sec. 18 to 20 secs. 21 secs. 
Capillary fragility test (Rumpel- 2 , 

Leede phenomenon)....... Markedly positive Negative 
Vitatin. G level.o.. . oo ck 0.5 mgm. % 0.5 mgm. % 
Agglutination tests 1st hospital day 2nd day 6th day 13th day 17th day 
Paul-Bunnell heterophil 

antibody test............. 1:2048 (all tubes) 1:1024 
Heterophil antibody test after 

guinea pig kidney absorption 1:448 (all tubes) 
Blood Wassermann............ Negative Negative 
Liver function tests , 1st hospital day 2nd day 6th day 13th day 17th day 
Urine, bilirubin. .............. Bilirubin— Bilirubin + Bilirubin— 
Os e.g ek le ce Urobilin+ Urobilin+ + Urobilin— 
Cephalin-cholesterol flocculation 

WO tse BIA RR ++ 
Thymol turbidity test.......... Yontrol 3U 

Test 12U 





lation factors are normal. Our own findings of a 
low prothrombin consumption time paralleled 
the patient’s thrombocytopenia to some degree. 

At first, the diagnosis was in doubt, and for 
a short period, a diagnosis of acute leukemia 
was considered. However, the patient’s benign 
course and rapid improvement, the rapid regres- 
sion of his malaise, lymphadenopathy, spleno- 
megaly and purpura, his heterophil antibody 
test (1:2,048) corroborated by guinea pig kidney 
absorption, and the highly suggestive smear, 
made infectious mononucleosis an obvious diag- 
nosis. The thrombocytopenic purpura which this 
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the initial platelet counts were below the lower 
limit of normal. In another, the initial platelet 
count was normal, but a count two days later 
was definitely low. In another case, the initial 
platelet count was just above the lower limit of 
normal. All six showed a subsequent rise to above 
the upper limit of normal, later falling to normal. 
One case was not seen until the second week of 
illness, when the platelet count was above the 
upper limit of normal, and subsequently it fell 
to normal levels. Thus, it would appear that 
thrombocytopenia may be a transient finding in 
a much larger percentage of cases than hitherto 
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suspected, but rarely is the thrombocytopenia 
of sufficient degree to produce purpura. 

Dameshek and Grassi'® believe the thrombo- 
cytopenia is due to a state of hypersplenism in 
which the spleen not only depresses the forma- 
tion and delivery of megakaryocytes and plate- 
lets, but causes a reduced delivery of neutrophils 
from the bone marrow, and thus results in a 
lymphocytosis. Lloyd"! believes it is the vascular 
damage secondary to acute infection together 
with a loss of circulating platelets at the purpuric 
spots that causes the hemorrhagic phenomena. 
The low platelet count in the circulating blood 
may be the expression of a transient toxic effect 
exerted peripherally rather than centrally. Toxic 
depression of the bone marrow due to infection, 
as well as increased utilization and destruction 
of platelets in infection has been suggested as a 
cause of thrombocytopenia by Tocantins.” It 
would appear, however, that the hypersplenism 
theory seems the most adequate explanation, but 
increased splenic phagocytosis may be the sole 
basis for this. 


SUMMARY 


A case of thrombocytopenic purpura in infec- 
tious mononucleosis is presented, and the litera- 
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ture is briefly reviewed. Thombocytopenia may 
be a transient finding in infectious mononucleosis 
more often than has been hitherto realized. 
Purpura is not a differential point between in- 
fectious mononucleosis and leukemia. Hyper- 
splenism is considered as a likely cause for the 
thrombocytopenia. 
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TREATMENT OF BLADDER 
NECK OBSTRUCTION* 


W. E. COLLINS, M.D., C.M., F.R.C.S.[C.], 
F.A.C.S., Ottawa 


THERE ARE 3 COMMON CAUSES of bladder neck 
obstruction, median bar formation, prostatic 
hyperplasia, and carcinoma of the prostate. The 
effect of obstruction on the bladder, ureters, 
kidneys, cardiovascular system, and the patient’s 
internal environment is identical, regardless of 
the cause of the obstruction. With the one excep- 
tion, that the patient with cancer may have pain 
due to metastases, these people all have the 
same complaints. They present with 1 of 6 
groups of symptoms: 

1. The symptoms of early obstruction are 
nocturia, difficulty in starting, weakness of the 
stream and terminal dribbling. 

2. Gross hzematuria: it is the large, soft hyper- 
plastic prostate which bleeds most frequently, 
and the carcinoma which bleeds least often. 


*Read at the Surgical Section, Ontario Medical Associa- 
tion, Hamilton, Ont., May, 1952 


3. Hernia and hemorrhoids: The male patient, 
50 years of age or over, who presents with a 
hernia or hemorrhoids should have bladder neck 
obstruction ruled out or removed before surgical 
cure of the hernia or hemorrhoids is undertaken. 

4. Many patients with cancer of the prostate 
present with pain due to metastases. This diag- 
nosis should always be considered when a man 
50 years of age or over presents with pain of 
skeletal character. Digital examination of the 
prostate rectally is the best means of diagnosis. 

5. Acute urinary retention and chronic urinary 
retention are usually easily recognized. It is im- 
portant to separate them because the method of 
treatment is different. The patient with acute 
urinary retention is in acute distress. He has con- 
stant desire to urinate and is unable to pass more 
than a few drops of over-flow urine. Although 
he is beside himself with suprapubic pain and 
his unrelieved desire to urinate, he is properly 
oriented. He is only slightly dehydrated and is 
not emaciated. His blood pressure is only slightly 
elevated and he has little cardiovascular disease. 
He has tenderness suprapubically, and often one 
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can percuss dullness in this region, but not feel 
or see a mass. This bladder can be emptied 
quickly with safety. Investigation now reveals 
that his general condition is good. Elevation of 
NPN is slight and he is not in acidemia. There 
is no marked anzmia. He is ready for surgical 
relief of his obstruction within a day or two. 


6. In chronic retention, the detrusor muscle is 
atonic and decompensated. This man may have 
only vague urinary symptoms, but he always has 
a large residual urine. He may have been forced 
into seeking medical help by his family and 
against his will, because of incontinence or a 
recent change in his mental status. Unfortu- 
nately, we also see him after he has had exten- 
sive investigation for other symptoms, and where 
the large residual urine, or suprapubic mass, 
have escaped notice because of the absence of 
urinary symptoms. In the terminal stages he is 
seen as an emaciated individual, lying quietly 
in bed, with no distress, with air hunger, and 
showing some degree of mental change ranging 
from disorientation, confusion, drowsiness, down 
to coma. The peripheral vessels are visible, hard 
and tortuous, and he presents other obvious 
signs of marked cardiovascular disease. One can 
usually see the bladder distended to the umbili- 
cus or above, but it is not painful. There is 
marked elevation of the NPN and creatinine. He 
presents anzemia and acidemia. This patient will 
not tolerate rapid decompression of his bladder. 
The bladder must be emptied slowly. Trans- 
fusions are often necessary. He usually has to be 
digitalized. Intravenous fluids are always re- 
quired and the type of fluid will depend upon 
the status of his internal environment from day 
to day. 

Such a man will not stand surgery. He re- 
quires a prolonged period of drainage to obtain 
maximum improvement of renal function and to 
allow his whole metabolism to become stabilized 
at a new level. This period of drainage runs into 
weeks, but if one is not forced into an early 
operation, the patient will become stabilized and 
tolerate surgery well. I do not think that supra- 
pubic drainage has any advantage over urethral 
catheter drainage, except in the very poor risk 
who will require many months of drainage. 

In the 1,000 cases of prostatic obstruction 
treated on the urology service at the Ottawa 
Civic Hospital in the past 4 years, the incidence 
of obstructing lesion is as follows: median bar 
formation 26.9%, hyperplasia 57.3%, and carci- 
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noma 15.8%. A diagnosis of median bar forma- 
tion was made when the following criteria were 
met: the endoscopic appearance of a bar; little 
or no prostate on rectal examination; less than 
10 grams of resectable tissue; the microscopic ap- 
pearance of fibrous tissue, non-specific inflam- 
matory reaction, considerable muscle and little, 
if any, glandular tissue. Glandular tissue, when 
present, was definitely not hyperplastic and was 
usually atrophic. 

Median bar formation is simply a stricture or 
contraction of the bladder neck, usually due to 
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fibrosis, resulting from long standing non-specific 
infection of the prostate. Because of the nature 
of the underlying disease, these individuals may 
be seen at a younger age group than the other 
two classes, but the condition is also seen in very 
old men. It has long been our clinical impression 
that many of our interesting and seriously ill 
patients with obstruction fell into this group. 
Table I shows that patients with median bar 
formation frequently have more serious associ-- 
ated or complicating urinary difficulties, such as 
prostatic calculi, vesical and renal calculi, 
chronic urinary retention, cystitis, diverticulum: 
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of the bladder. The explanation would seem to 
be that this lesion produces obstruction of insidi- 
ous onset and slow progression, and that this 
together with the frequent underlying prostatic 
infection results in a higher incidence of genito- 
urinary infection and stone. 

Patients with hyperplasia have a higher in- 
cidence of acute urinary retention. Hyperplasia 
is a more rapidly progressive lesion and the 
hyperplastic prostate is more often affected by 
congestion, from exposure to wet and cold, etc., 
leading to acute retention. 

There is a high incidence of uremia amongst 
men with hyperplasia (22%), but it is usually 
due to acute retention, and kidney function re- 
sponds well to relief of obstruction. The highest 
incidence of uraemia (33% ) occurs in men with 
carcinoma. This coincides with the high inci- 
dence of acute’ and chronic retention. from ob- 
struction at the bladder neck, and is in part due 
to obstruction of the lower ureters by local 
extension of the growth. 

Patients presenting with less than 70% haemo- 
globin were classed as anemic and the highest 
incidence (10.8%) of anemia in those with 
malignant prostate is understandable. Squamous 
metaplasia was seen most often in patients with 
carcinoma on cestrin therapy. It was seen in 
hyperplasia with infarction and also in patients 
with both median bar formation and hyperplasia 
who had been previously diagnosed carcinoma 
and had had long periods of cestrin therapy be- 
fore resection. Tissue removed, however, showed 
no evidence of malignancy. The rate of oc- 
currence of associated disease was determined 
but, since there was no increased incidence of 
any disease amongst men with one type of ob- 
structing lesion, these data have no particular 
significance. 

The indication for operation is obstruction. 
An obstructing lesion should be removed. The 
operative mortality rate is so low that it is much 
safer to operate than to delay and allow deterio- 
ration of renal function, cardiovascular system, 
and of the individual as a whole. The problem is 
to determine the individual, with obstruction, 
that is safe to leave. The man with early obstruc- 
tion, who does not have marked symptoms, who 
has never had retention, and has never had gross 
hzematuria, can safely be left and his condition 
reviewed every 6 to 12 months. 

The older, often arteriosclerotic, patient stands 
surgery surprisingly well and the operative mor- 
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tality rate is steadily decreasing. This improve- 
ment is the result of a keener estimation of the 
patient as an operative risk, and of prevention 
of anoxia during and after operation, as well 
as early ambulation, better control of infection 
and, possibly, the more widespread use of trans- 
urethral prostatectomy. The special feature of 
estimating the older patient as an operative risk 
resolves itself to the basic physiology of the 
senile cell. In a lecture given at one of the Dis- © 
trict Meetings of this Society in September, 1951, 
Copping' discussed this problem with such 
clarity and common sense that I feel I must re- 
peat some of his ideas here, although we have 
all used these basic concepts for several years. 

The one common finding in senile tissue is 
reduced blood supply. Hypertension in the senile 
arteriosclerotic patient is often a desirable fea- 
ture, for it is when the blood pressure falls below 
the level capable of sustaining an adequate 
flow past points of obstruction in diseased vessels 
that anoxia and trouble arises. Assessment of the 
operative risk is based upon assessment of the 
cerebral, retinal, coronary and renal circulations. 

The state of the cerebral vessels can usually 
be accurately estimated by a careful history and 
physical examination. Recent thrombosis is a bad 
prognostic sign. One sees emotional instability 
much more often and if this is a recent develop- 
ment surgery should be delayed. The retinal 
vessels are the only ones which lend themselves 
to direct inspection, and this is useful in assess- 
ing the individual’s arteriolar circulation. The 
presence of cataracts, especially recent ones, is 
often more important evidence. The coronary 
circulation is best estimated by a careful history 
of the patient's exercise tolerance. The amount of 
exertion required to produce shortness of breath, 
or angina is usually constant and gives a good 
estimation of the degree of coronary sufficiency. 
Congestive failure will be self-evident. 

A fair estimation of renal circulation can be 
obtained from measurement of the specific 
gravity of the urine on several occasions. De- 
termination of the NPN should be routine. It 
follows from the above that a good estimation 
of the patient's ability to stand surgery can be 
gained from a careful history and physical exam- 
ination and without the aid of extensive labora- 
tory investigation. 

Since it is a generalized or localized anoxia 
which is to be feared and prevented, one must 
consider 3 things. First, the oxygen carrying 
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capacity of the blood must be adequate. Hemo- 
globin must therefore be estimated and it is our 
practice to transfuse preoperatively all those pa- 
tients with less than 70% hemoglobin. Blood 
must be available so that it can be given quickly 
should excessive bleeding occur during or after 
operation. 

Second, the local blood supply to a tissue may 
be reduced by hypotension. Estimation of blood 
pressure on several occasions throughout the day 
and night for a period of 1 to 2 days before 
operation will give definite information as to the 
drop in pressure which the patient can have 
without developing vascular complications. It is 
the job of the anesthetist to maintain the blood 
pressure above that level throughout the opera- 
tion. It must not be forgotten that many vascu- 
lar accidents happen within the 24 hour period 
after surgery, and often in the middle of the 
following night. This corresponds to the period 
of hypotension. Fall in blood pressure may be 
due to surgical shock, hemorrhage, to protein 
absorption and reaction from the site of opera- 
tion, or to the effect of drugs on vasomotor con- 
trol. It is our duty, therefore, to watch closely 
for, and prevent, a fall in blood pressure below 
the critical level which was established before 
surgery. The use of vasopressors to give a 
prompt rise in blood pressure, and then blood 
transfusion, is the treatment of choice. 

The ability of the tissues to withstand isch- 
emia is the third factor. Reduction in blood 
supply affects the enzymes which sustain tissues, 
and these changes are irreversible if the anoxia 
is marked, or if minor degrees of anoxia are con- 
tinued for a long period of time. Sedatives and 
anesthetic agents may also cause anoxia and 
produce irreversible changes in these enzymes, 
resulting in infarction, hemiplegia, renal failure, 
etc., depending on the site of cell affected by 
anoxia. With this in mind, heavy preoperative 
sedation and deep stages of anesthesia are to be 
avoided. 

The treatment of median bar formation is 
transurethral resection. This type of patient will 
occasionally have an irritable bladder neck 
following resection, despite the fact that the 
prostate has been resected down to the capsule, 
that there is no residual obstruction and that 
urinary infection is completely controlled. This 
irritability quietens down after several months. 
It has been suggested that these men with per- 
sistent irritation can only be cured by total per- 
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ineal prostatectomy, removing the prostate and 
both of its capsules, but I feel that the treat- 
ment of choice is transurethral resection. 

There are 4 types of operation by which the 
hyperplastic prostate may be removed. There 
are clear-cut indications for a certain type of 
operation in some patients, but I feel that the 
vast majority of these people can be safely and 
adequately dealt with by any type of operation, 
depending upon the judgment and ability of the 
surgeon. 

The suprapubic operation is good and, I 
believe, it is the operation of choice for the 
surgeon who is not doing a large number of 
resections. It is the best operation for the large 
gland, and for those men with large hyperplastic 
prostates who require suprapubic surgery for 
some associated bladder disease. The disadvan- 
tage of this operation is that the mortality is 
somewhat higher and the period in hospital tre- 
mendously longer than with the other methods. 


TABLE IL. 





OPERATIONS FOR HYPERPLASIA 











Total 
Jor 
1948 1949 1950 1951 4 years 
:, ee, ee, ole % 
Transurethral....... 83.0 86.1 87.2 91.2 86.8 
1 stage suprapubic... 3.4 4.9 5.3 6.5 5.0 
2 stage suprapubic... 13.6 8.2 7.0 1.9 7.8 
|, | EE 0.4 0.1 
Retropubic......... 0.5 0.1 
Cystotomy only..... 0.8 0.2 





In our group, the majority of these prostates are 
now resected transurethrally. The chief draw- 
back to resection is that the technique is so 
difficult to master. There is no point in under- 
taking this type of surgery unless the surgeon is 
prepared to remove all of the prostate down to 
the capsule. When this is done, bleeding and 
postoperative infection is only rarely a problem, 
the morbidity rate is low and the mortality rate 
desirable. 

Incidence of the various operations used for 
removal of hyperplastic prostates over the past 
4 years is given in Table II. It is seen that more 
resections are being done each year. Use of the 
2-stage suprapubic operation has dropped from 
13.6% in 1948 to 19% in 1951. On the other 
hand, the 1-stage suprapubic operation is being 
used more often in selected cases, 6.5% in 1951 
as opposed to 3.4% in 1948. 

Table III gives a breakdown of the weights of 
tissue removed by different methods each year. 
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These weights were obtained in the Pathology 
Department after the tissues had been fixed for 
varying lengths of time. It has been demon- 
strated that there is a 9% loss of weight during 
this period of fixation. The average amount of 
tissue removed by endoscopic resection was 24.5 
gm., by l-stage suprapubic operation 56.4 gm., 
and by the 2-stage operation 49.3 gm. The use of 
the suprapubic operation for removing glands 
weighing more than 50 gm. is generally accepted. 
The average amount of tissue removed from the 
patient with carcinoma was 17.9 gm. and from 
the median bar 6.7 gm. 

The only method of curing cancer of the 
prostate is radical perineal prostatectomy, remov- 
ing the prostate, both of its capsules and the 
seminal vesicles, while the growth is still con- 
fined within the capsules of.the gland. The 
difficulty is that, at this stage, these lesions pro- 
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__ AVERAGE WEIGHT OF TISSUE REMOVED IN GRAMS 











Total 
for 
Hyperplasia 1948 1949 1950 1951 4 years 
Transurethral....... 16.0 32.8 26.6 31.6 24.5 


1 stage suprapubic... 80.8 70.2 59.3 45.8 56.4 
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duce no symptoms. They must be discovered as 
an incidental finding at routine examination. In 
the past 14 years I have seen only 2 such pa- 
tients early enough to have this procedure, and 
yet it is the only method of cure. It is a very 
heartening thing in our section of the Province 
to find more and more men referring patients 
for investigation of small nodules in the prostate. 
Practically every patient with cancer of the 
prostate already has extension beyond the 
capsule. when he is first seen. The treatment of 
choice is bilateral orchidectomy when the diag- 
nosis is first made, transurethral resection for 
relief of urinary obstruction, if it is present, and 
cestrin therapy for the rest of the patient's life. 
This combination of treatment is superior to any 
other to a degree that is statistically significant. 

Postoperative complications are listed in Table 
IV. Hemorrhage, sufficient to require post- 
operative transfusion, occurred in 5.7%. There 
was a noticeable decrease in hemorrhage in the 
past 18 months with more careful control of 
bleeding at operation. Epididymitis occurred in 
38% of patients, while they were still in hospital. 
It was not possible to get accurate statistics, but 
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one has the impression that at least as many 
developed this complication after discharge. 
With chemotherapy and antibiotics, this rarely 
assumes serious proportions to the patient. 
Urethral stricture was noted in 8 case records 
and certainly developed in many patients after 
leaving hospital. This was our most distressing 
complication, but a long succession of alterations 
in technique designed to prevent trauma of the 
urethra at operation has greatly reduced the 
incidence. 

Postoperative retention is extremely rare and 
has occurred only once in the past 3 years. I 
believe this is due to the long period of pre- 
operative catheter drainage which is used in the 
debilitated patient. There was massive gastro- 
intestinal hemorrhage in 3 patients, causing 
death in 2. Three cases of osteitis pubis followed 
suprapubic operations and 1 followed retropublic 
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prostatectomy. A great deal of work has been 
done in our department in co-operation with 
the Dominion Laboratory of Hygiene on the 
treatment of postoperative infections. As a gen- 
eral rule, the use of antibiotics is largely confined 
to the treatment of acute infections and sulfona- 
mides have proved more useful in chronic infec- 
tions. Pyocyaneus infections have responded 
well to combined chloromycetin and terramycin. 
Certain strains of Proteus have been most diff- 
cult to cure. 


In the group of cardiovascular complications were’ 11 
thrombophlebitis, 9 myocardial failure, 6 coronary throm- 
bosis, 1 cerebral hemorrhage, 3 gastric hemorrhages. In 
the miscellaneous group were 3 gout, 5 drug reactions, 
1 glaucoma, 1 strangulated hernia, 1 herpes zoster, and 
4 Eivceuptee The fo complications consisted of 


11 pneumonias and 1 atelectasis. 


Mortality rates are given in Table V. The 
mortality rate for carcinoma was 8.8%, for 
median bar 1.4%, and for hyperplasia 3%, with 
an overall mortality of 3.6%. 
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SUMMARY 


Bladder neck obstruction is a tremendous 
problem. Certain features of median bar forma- 
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Carcinoma formation Hyperplasia Total 

% % % % 

| ee 7.0 1.7 3.1 3.4 
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ee 10.3 1.8 3.0 3.9 

eer 8.0 1.1 2.8 3.0 
Total 

4 years 8.8 1.4 3.0 3.6 
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tion have been discussed. Assessment of the 
older patient as a surgical risk and the preven- 
tion of anoxia during and following surgery have 
been stressed. 

The patient with non-malignant obstruction 
has an excellent outlook. The patient with cancer 
of the prostate has a good outlook for a period 
of 5 years. The tremendous number of older 
men presenting for relief of prostatic obstruction 
warrants review of our work and re-assessment 
of our ideas on this subject at frequent intervals. 
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CASE REPORTS 


THE AGE OF THE LESIONS 
IN A CASE OF CARDIAC 
SARCOIDOSIS 


W. A. OILLE, M.D., 
_R. C. RITCHIE, M.D. and 
H. J. BARRIE, B.M., Toronto 


THE COMMON ABSENCE of symptoms referable to 
sarcoidosis has kept us in the dark about the 
time factors involved in the disease. In this case 
of fatal cardiac sarcoidosis, we were able to 
judge the duration of the disease with some 
accuracy, because of preceding examinations of 
the patient. 


In the middle of May 1948, a married woman, aged 
43, came for consultation because she had been un- 
naturally tired for 6 months, noted a moderate cold 
intolerance, and suffered substernal heaviness on hurry- 
ing. She complained of marked menorrhagia. There were 
no other specific symptoms on enquiry, and her past 
history was negative. 

Apart from a moderate pallor, complete physical ex- 
amination was negative. The heart by fluoroscopy was 
normal in size and shape. The lung fields were clear 
and there were no hilar nodes. The heart rhythm was 
regular. The sounds were normal in quality. There were 
no murmurs. Blood pressure was: 1380/75. The E.C.G. 
was normal. Hemoglobin was 43% (Sahli); R.B.C. 3.5 
million; colour index 0.61; and the W.B.C. 7,100 per 
c.mm. The blood smear revealed a microcytic hypo- 
chromic picture with normal white blood cells. The urine 
contained a faint trace of albumen but was otherwise 
normal. 

She was given iron therapy and a month later she 
felt much better. Examination was again negative. 
Heemoglobin had risen to 63%, with a colour index of 
0.9. In August of the same year, she had an acute febrile 
illness lasting ten days, associated with a fulness in the 
head and enlarged tender lymph nodes in the neck. 

On October 26 she felt well, but was still compusipiog 
of menorrhagia, and had developed a slight cough wit 


scant, clear, mucoid sputum. Examination was negative. 
No lymph nodes were now palpable. Hemoglobin was 
70%. An E.C.G. and orthodiagram were normal. 

On November 7, she suddenly felt very tired and 
became too weak to get out of bed. This severe fatigue 
persisted and she remained in bed for the next 2 weeks, 
where she was unexpectedly found dead one evening. 

At necropsy the heart weighed 435 gm. and was very 
dilated. Scattered over the epicardium were numerous 
small villous projections measuring about 1 mm. in 
diameter. They were most numerous near the right atrio- 
ventricular groove. The wall of both ventricles and 
auricles was grossly but unevenly infiltrated and 
thickened by pale yellow and flat white mottling in 
which the general pattern of myocardial fibres still per- 
sisted. The mediastinal, hilar, para-aortic and abdominal 
lymph nodes were all moderately enlarged and freely 
movable. There was slight pitting cedema of the ankles 
and a moderate transudate in all the serous cavities. 

The liver weighed 1,590 gm. and on the cut surface 
were numerous, small, sharply circumscribed, red, ir- 
regular spots about 1 mm. in diameter. The spleen 
weighed 220 gm. and the Malpighian bodies appeared 
slightly enlarged. The uterus contained numerous fibroids 
up to 5 cm. in diameter and one was projecting into the 
uterine cavity. The remaining organs appeared normal. 

Microscopically there was very active cellular sarcoid- 
osis of lungs, liver, nodes and myocardium. In the nodes, 
lung and liver fibrosis was very slight. In the nodes the 
pattern of epithelioid cells was rather diffuse and the 
giant cells contained both asteroid inclusions as well as 
Schaumann bodies. The myocardium showed a very 
diffuse inflammatory reaction in which large areas of 
muscle had been replaced by fibrous granulation tissue 
in which there were ill-defined aggregates of giant cells 
and epithelioid cells (Figs. 1 iat 2). 


The symptoms caused by this woman's iron- 
deficiency anzmia had led to investigations 
which give us some clue about the age of the 
sarcoid lesions. We do not know for certain how 
long this woman had had sarcoidosis, but we 
know she either had the initial attack or a flare- 
up in August, and that this illness was febrile. 
We do not believe that she could have had a 
normal electrocardiogram and orthodiagram if 
she had then had the extensive cardiac lesions 
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which were found at necropsy. From this we 
can deduce that the invasion of the heart oc- 
curred some time between October 26 and 
November 7, and that the lesions illustrated in 
Figs. 2 and 3 were not more than a month old. 

The lesions in the lungs and liver had all the 
characteristics of early sarcoidosis as described 
by Barrie and Bogoch,' and her lungs had prob- 
ably been invaded by October 26, as she was 
then complaining of cough. The lung fields had 
been normal in May. It seems to us highly prob- 
able that the episode in August was not a flare- 
up of the disease, but was the initial attack. 
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bie. 19 


« Vas & 





Fig. 1.—Aggregate of epithelioid cells in cardiac sar- 
coidosis. H & E. x 128. Fig. 2.—Replacement of heart 
muscle by sarcoid tissue. Masson’s trichrome stain. x 54. 


SUMMARY 


In a case of sarcoidosis, involving the heart, 
liver, lungs and nodes, the cardiac lesions could 
be estimated to be less than a month old. The 
whole illness probably began three months 
before death with a febrile episode and swelling 
of the lymph nodes. 
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LEFT-SIDED ACUTE 
APPENDICITIS 


B. WINTER, M.D., F.R.C.S.( Edin. ), 
F.R.C.S.[C.], F.A.C.S. and 
M. DYK, M.D., Toronto 


LEFT-SIED acute appendicitis is a relatively rare 
condition, and therefore the following case is 
considered worth reporting. The diagnosis was 
made preoperatively and confirmed at operation. 


Mr. L.E., white male, age 46 years, was investigated 
for epigastric distress in August 1951, and during this 
investigation it was revealed that he had a dextrocardia, 
and a complete situs inversus. 

In April, 1952, four days before admission to hospital, 
the patient developed mild crampy peri-umbilical pain. 
The night before admission, he took a large dose of 
laxative, following which the abdominal pain became 
severe. By morning there had been a loose bowel move- 
ment and the pain had sharply localized to the left 
lower quadrant. There was no nausea or vomiting. Exam- 
ination showed tenderness sharply localized to the left 
lower quadrant, and marked rebound tenderness in an 
area corresponding to McBurney’s point but on the left 
side. Knowing the patient to have a complete situs 
inversus, a diagnosis of acute left-sided appendicitis was 
made with confidence. At operation (Mt. Sinai Hospital, 
Toronto) a left paramedian incision was made, and an 
acutely inflamed appendix removed from the caecum 
which was located in the left iliac fossa. A quick explora- 
tion revealed the liver to be on the left and the viscera 
to be completely transposed. Recovery was uneventful. 


DIscussION 


Situs inversus may be complete, i.e., associ- 
ated with dextrocardia, or partial, with either the 
abdominal viscera only transposed, or the heart 
only transposed. As a rule, it is complete and 
associated with dextrocardia. It is found in 
roughly 1:10,000 people. 

In early embryonic life, the cacum lies on 
the left side and from this location rotates and 
then descends to the usual adult location in the 
right iliac fossa. This process may be altered at 
any point and result in abnormal positions of 
the caecum and therefore of the appendix. 

In non-rotation the czecum remains in its origi- | 
nal embryonic position in the left iliac fossa. All 
the abdominal viscera are transposed, thus form- 
ing a “mirror-image” of the normally rotated 
bowel. In incomplete rotation the large bowel 
may be arrested at any point in the rotation pro- 
cess. This results in the various “high” positions 
of the caecum. In excessive descent the cecum 
may descend beyond the usual limits and may 
even have a mesentery. It is freely mobile and 
may cross the median plane to lie on the left 
side. It is usually described in thin, visceroptotic 
people. 
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The appendix varies in its location according 
to the position of the caecum, but it may be in 
an abnormal position although the czecum is nor- 
mally located, as in the case of an abnormally 
long appendix which may cross the pelvis to lie 
with its tip on the left side. In acute appendicitis, 
the variations in position of the appendix may 
be responsible for unusual symptoms. It is an 
interesting fact, as reported in the literature, that 
the pain of acute appendicitis is commonly re- 
ferred to the right lower quadrant, irrespective 
of the location of the appendix. The tenderness 
likewise, is commonly found on the right side at 
or near McBurney’s point, even though the 
cecum is not in the right lower quadrant. This 
is not always true, as evidenced by the above 
case, in which the pain and tenderness were 
both referred to the left lower quadrant and 
corresponded, as expected, to the area of peri- 
toneal irritation and inflammation. 
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POSTOPERATIVE SPONTANEOUS 
CONTRALATERAL 
PNEUMOTHORAX* 


ERIC C. GRUNDY, M.D., F.R.C.S.[C.], 
Toronto 


SPONTANEOUS contralateral pneumothorax has 
been recorded very infrequently as a complica- 
tion of a thoracic surgical procedure. It is not 
mentioned in many standard treatises on thoracic 
surgery.’ ** There have been a few cases re- 
corded and this report presents one additional 
case. It is wished to emphasize, as other 
authors’ °® have already done, the potential 
danger of an uncommon serious postoperative 
complication which should be constantly looked 
for, and if recognized can be adequately and 
easily treated. If unrecognized it is invariably 
fatal. 

The case presented is believed to be unique in 
that the patient’s initial illness, which necessi- 
tated his hospitalization and subsequent opera- 
tive therapy, was that of massive spontaneous 


*From the Department of Surgery, St. Joseph’s Hospital, 
Toronto, Canada. 
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hzemopneumothorax. All other cases reported in 
the literature have followed operations for ex- 
cision of bronchogenic carcinomas, tuberculous 
lungs, bronchiectasis, etc. but in none has the 
patient had a previous history of spontaneous 
pneumothorax. In the case presented here the 
patient's only apparent illness had been idio- 
pathic spontaneous pneumothorax. 


F.P., male, age 21, was admitted to the Emergency 
Department of St. Joseph’s Hospital at 7.30 p.m., Janu- 
ary 30, 1952. He had been in good health until 3 days 
prior to admission when he noted the gradual onset of 
sharp pain in the right side of his chest anteriorly. This 
pain was mnedil by deep breathing and produced 
shortness of breath. This set of symptoms became pro- 
gressively worse until he became extremely short of 
breath and was brought to hospital. 

He had no previous history of any serious illnesses. 
There were no previous cough or chest symptoms. There 
was no known contact with tuberculosis. Functional 
enquiry did not reveal any other relevant symptoms. 

On admission he appeared pale and sallow. His 
breathing was shallow with great rapidity. Examination 
revealed the trachea shifted to the left. The right side of 
his chest appeared slightly more prominent than the 
left. There was definite hyperresonance over the entire 
right side of his chest with normal resonance on the 
left side. Tactile and vocal fremitus appeared decreased 
on the right. No breath sounds could i heard over the 
entire right lung field. They were normal on the left. 
The heart appeared shifted to the left, otherwise it ap- 
peeeet normal in size. There were no murmurs. The 

lood pressure was 100/60. The pulse rate was 130 and 
the respiratory rate 48 per minute. The temperature was 
98° F. The remainder of the examination was essentially 
negative. 

A single antero-posterior roentgenogram of the chest 
revealed diffuse hazy density on the right side without 
underlying lung markings. Some right lung markings 
could be seen medially and there was evidence that the 
right lung had herniated through the mediastinum with 
its medial margin seen on the left side of the chest. The 
heart was dicted to the left and rotated. The left lung 
appeared normal. 

A diagnosis of right tension hemopneumothorax was 
made. A large bore needle was inserted anteriorly in the 
right fourth interspace into the right pleural cavity. Im- 
mediately blood poured out through the needle and 
tubing into the under-water drain bottle, followed by air 
under considerable tension. The patient appeared greatly 
improved. The needle was left in, connected to the water 
seal drain. 

At midnight, he still appeared much better, but at 
approximately 3 a.m. on January 31 he became severely 
shocked. His blood pressure was unobtainable, the pulse 
weak and rapid. Blood was found to be pouring out of 
the drain and approximately 1,500 c.c. of blood drained 
off before the flow slackened. In the meantime he was 
rapidly transfused with whole blood. Within a few 
hours he was given 2,000 c.c. of blood intravenously and 
his blood pressure returned to 90/60 by 9 a.m. The 
needle had been removed and replaced higher in the 
chest, in the infraclavicular region where no blood was 
obtained but only air which was under slight tension. 
Normal intrapleural pressures were present within 30 
minutes of replacing the needle, which was left in until 
9 a.m. and then removed. 

On January 31 another portable roentgenogram was 
taken which showed collapsed right lung and a fluid 
level. That day his blood hemoglobin was 9.7 gm., the 
white blood count 16,650 after blood transfusions. 

The patient was given penicillin intramuscularly daily 
and, thereafter, daily aspirations of the pleural cavity 
were carried out to remove fluid and air in an attempt 
to expand the lung. Within a few days some difficulty 
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was encountered in removing sufficient fluid. Strepto- 
kinase-streptodornase solution was injected into the 

leural cavity and 24 hours later over 1,000 c.c. of 
uid could be aspirated. However, in spite of repeated 
aspirations the amounts obtained became quite meagre, 
and on February 11 a roentgenogram showed loculation 
of the fluid within the inant cavity. Attempts to aspirate 
these separate pockets were carried out daily with only 
moderate success. On February 27 a roentgenogram 
showed a further increase in the amount of fluid on the 
right side. Further lung expansion had not occurred. 
Several air fluid levels could be seen. 

At this point consideration was given to surgery. The 
patient’s hemoglobin was 14.3 gm., the RBC count was 
4,340,000 per c.mm. Urinalysis was normal. Clinically 
he appeared well. However, repeated aspirations had 
failed to empty the pleural cavity and allow expansion 
of the right Siete It was decided that thorocotomy 
should be performed and decortication of the right lung 
be carried out. 

On March 18 thorocotomy was carried out. The chest 
was opened with the patient in the lateral position, re- 
secting the 6th rib and going through the bed of that 
rib. Within the pleural cavity was found a large amount 
of gelatinous, fibrinous material hanging in festoons from 
the parietal pleura. The visceral pleura was encased by 
a semi-organized fibrinous layer. The lung appeared 
completely collapsed. The fibrin was easily swabbed off 
the parietal pleura and stripped easily with only 
moderate oozing from the visceral pleura. A ridge, 3/8 
of an inch wide, was left along the mediastinal border 
and the mediastino-diaphragmatic angle. The lung was 
expanded easily and fully by the anesthetist. There was 
very little bleeding. A rubber tube drain was introduced 
through the 7th inter-costal space and connected to a 
water seal and the chest closed. Throughout the opera- 
tion the patient withstood the procedure well. He was 
given 500 c.c. of whole blood intravenously. Postopera- 
tively he appeared well. The blood pressure and pulse 
were at normal levels. 

About 3 a.m. on March 14 his blood pressure dropped 
to 70/50. The pulse was 140 per minute and the respira- 
tions only 28 per minute. Clinically there appeared to be 
considerable fluid in the right pleural cavity. The left 
lung appeared normal. Intravenous fluids and blood were 
again given and his blood pressure rose to 90/60 within 
a few hours. Approximately 7 a.m. it was noted that the 
drainage tube did not appear to be functioning. It was 
considered that the symptoms of shock were due to 
bleeding in the right pleural cavity. 300 c.c. of bloody 
fluid were aspirated from the pleural cavity. His blood 
pressure again began to drop and transfusions of blood 
were run into a vein in each ankle. A portable roentgeno- 
gram showed a hydropneumothorax with a fluid level 
at the 6th rib posteriorly with a marked shift of the 
mediastinum and cardiac shadow to the left. 

By this time, 11 a.m. of March 14, the patient began 
to iow marked symptoms of pulmonary cedema. One 
intravenous infusion was stopped and the other slowed 
down markedly. There were audible bubbling rales 
through the left lung field. He was given oxygen per 
nasal catheter bubbled through 40% alcohol and he felt 
much easier and clinically slightly improved, though he 
still was extremely dyspnoeic and cyanotic. Digoxin was 
given intravenously (0.25 mgm.). No further attempt to 
aspirate the chest was made at this time because of the 
pulmonary cedema, and it was felt that the bleeding in 
the pleural cavity was minimal, the blood having col- 
lected due to dysfunction of the drainage tube. 

His respirations continued at 40 to 60 per minute, the 
pulse rate from 130 to 140 per minute and the tempera- 
ture reached 104° F. per rectum. He was kept in oxygen 
in the orthopneeic position. 

By March 15 he was no better and in fact appeared 
critically ill, He had great respiratory distress, was 
cyanotic; the pulse was weak and rapid. A roentgeno- 


gram taken at the bedside showed the true state of 
affairs. A 
cavity wit 


neumothorax was present in the left pleural 
about 75% collapse of the left lung. The 
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fluid level on the right side was unchanged. A needle 
was inserted into the left pleural cavity and air obtained. 
As much air as possible was aspirated. It did not appear 
to be under pressure. Attempts to aspirate fluid con 
the drainage tube in the right pleural cavity were un- 
successful, but bloody fluid was aspirated by needle 
puncture. 

The _oors began to have convulsive seizures and in 
spite of aspirations, oxygen therapy, etc., rapidly went 

ownhill and died at 8.50 p.m. on March 15. A post 
mortem examination could not be obtained. 


DISCUSSION 


Although post mortem examination was not 
performed in the case presented it may be as- 
sumed that the pneumothorax developing in the 
contralateral side following operation was due 
to a similar mechanism that produced the initial 
hzemopneumothorax on the operated side. It is 
now well known that the most common etiologi- 
cal factor producing so-called idiopathic spon- 
taneous pneumothorax in the younger age group, 
without previous evidence of lung pathology, is 
rupture of an emphysematous bleb or bulla on 
the surface of the lung, usually near the apex 
of one or other upper lobes. If the rupture oc- 
curs at a point where an adhesive band*attaches 
the lung to the chest wall the sudden retraction 
of the lung tearing the adhesion may produce 
haemorrhage as well, particularly if the adhesion 
is vascular. The fixity of the portion of lung at 
the point of adherence of the vascular band to 
chest wall may also predispose to rupture itself, 
particularly where sudden and marked expansion 
of the lung takes place under various forms of 
physical exertion on the part of the individual. 
However, it is peculiar that in many cases there 
has been no apparent exertion or strain at the 
time of onset of the pneumothorax. Also, in most 
of these cases no previous lung pathology can 
be traced either by history or examination of the 
lung itself. Possibly, these sites of emphyse- 
mafous blebs or bulla and the rather vascular 
adhesions which occasionally are found together 
and appear to account for the rather profuse 
hasmorrhage as well as the pneumothorax may 
be congenital defects or maldevelopments of that 
portion of the lung and pleura. This would ac- 
count for the occurrence of this condition in 
young, apparently healthy individuals without 
previous history of illness. 

In the case recorded here the pneumothorax 
on the contralateral side probably developed 
within 12 hours after the operation, although it 
was not recognized until over 36 hours after. In 
the early postoperative period the water seal 
drain had not been functioning well allowing a 
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moderate collection of blood and serum in the 
pleural cavity on the operated side. This pro- 
duced moderate collapse, at least of the lung on 
that side. This factor, plus others of an unde- 
termined nature, may have resulted in some 
tension or over expansion of the contralateral 
lung resulting in rupture of an emphysematous 
bleb on the surface of the left lung producing a 
contralateral pneumothorax. Bilateral cases of 
spontaneous pneumothoraces are not uncommon 
and this man’s pneumothorax occurring at the 
time it did may have been coincidental and not 
directly related to the operation, although this 
would not appear to be the case. 


Coryllos and Ornstein‘ reviewed a group of 
cases in whom thoracoplasty had been per- 
formed for bilateral tuberculosis with a contra- 
lateral artificial pneumothorax. They had 22 
cases of massive contralateral collapse postoper- 
atively with 4 deaths. Thoracoscopic examination 
could be carried out in several of these cases and 
in all this revealed a ruptured emphysematous 
bleb on the collapsed side. 

Stephens’ reported three cases of postoperative 
contralateral pneumothorax. Two of these oc- 
curred after resection of the lung for broncho- 
genic carcinoma and both died. One occurred 
after partial resection of a lobe in a 10 year old 
boy for bronchiectasis. The complication was 
immediately recognized. A needle was inserted 
to aspirate the air and the patient survived. At 
post mortem examination of the two cases that 
died no communication could be found between 
the pleural cavities. No mention was made of a 
search for emphysematous blebs or bulle. 

Melick and Gutekunst* reported one case. This 
occurred after pneumonectomy for tuberculosis. 
Initially the complication was not recognized. 
However, on recognition, a catheter was in- 
serted into the pleural cavity of the contralateral 
side and connected to water seal drainage. It 
was left in for 13 days and the patient survived. 

Gleason and Kent’ had one case which was 
a partial pneumothorax only and without ten- 
sion. Thoracotomy was performed on the side 
of complicating pneumothorax and a ruptured 
bleb found. It was excised with subsequent re- 
covery of the patient. 

More recently Beno and Wiesel* have reported 
three cases of spontaneous contralateral pneumo- 
thorax. Their first case followed lobectomy for 
tuberculosis. The patient became markedly 
dyspnoeic the second postoperative day and, 
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without waiting for a bedside roentgenogram, 
a large needle was inserted into the pleural 
cavity of the non-operative side and air under 
pressure obtained. A catheter was inserted and 
the patient survived. The pneumothorax recurred 
3 hours after removal of the’ catheter on the 
eighth postoperative day, but similar treatment 
was effectual. Examination of the lobe resected 
for tuberculosis revealed emphysematous blebs 
as well as tuberculosis. Their second case oc- 
curred after decortication and lobectomy per- 
formed for an old empyema. The complication 
occurred on the tenth postoperative day. It was 
thought that the patient had tracheal or bron- 
chial obstruction and after aspiration by catheter 
and performing a tracheotomy the patient died. 
A roentgenogram: had been taken but not seen 
prior to death. At post mortem examination a 
tension pneumothorax was found on the side 
opposite that operated upon. The lung was col- 
lapsed and several small emphysematous bull 
in the upper lobe were found. One of these 
showed evidence of rupture. Their third case 
followed a thoracoplasty on the third postopera- 
tive day. The complication was recognized, 
treated and the patient survived. 

Although this complication has been rarely 
mentioned it probably occurs more frequently 
than is generally known. Sudden death in the 
postoperative period may occur without recogni- 
tion of the cause, especially without post mortem 
examination. Without ante mortem suspicion of 
the diagnosis the pathologist may not be aware 
of the possibility and therefore not seek it, re- 
porting merely massive collapse of the lung. 
Careful examination of the mediastinal wall for 
its integrity should be carried out as well as care- 
ful scrutiny of the lung itself for small emphy- 
sematous blebs. Tension pneumothorax should 
be looked for before opening the thoracic cage. 


SUMMARY 


A further case of contralateral spontaneous 
pneumothorax following a thoracic surgical pro- 
cedure is reported. It is felt that, although this 
complication is apparently uncommon, it should 
be constantly watched for. Treatment is simple 
and effective by decompression of the pleural 
space by immediate thoracentesis and aspira- 
tion of the air and subsequent placement of an 
intrapleural catheter connected to a water seal 
drain or continuous suction. It is believed that 
a ruptured emphysematous bleb is the common 
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etiological factor in the production of the com- 
plication. 

Particularly one should be on guard for 
this complication where a thoracic surgical pro- 
cedure is performed on a patient with a previous 
history of spontaneous pneumothorax. 


The author wishes to thank Dr. Horace MacIntyre, 
Chest Consultant on the Staff of St. Joseph’s Hospital, 
who had charge of this patient’s case, for permission in 
presenting the case history. Also, he wishes to acknowl- 
edge the advice and help of Dr. Galbraith Williams of 
the Surgical Staff, who performed the operation upon the 
patient presented. 
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“PRIMARY” TYPHOID 
OSTEOMYELITIS TREATED 
WITH CHLORAMPHENICOL 


LEO GAUVREAU, M.D., 
J. EDOUARD MORIN, M.D. and 
J. PAUL ROGER, M.D.,* Quebec 


WE wiISsH TO REPORT the following case because 
of the rarity of “primary” typhoid osteomyelitis, 
the spectacular action of Chloramphenicol in 
such cases and the serological response of the 
patient towards the infection and the treatment. 


A.St.A., male, aged 54 years, was admitted to the St. 
Sacrement Hospital on November 3, 1951, with oedema, 
a lancinating pain of the right forearm and fever. Eleven 
weeks prior to his admission, August 12, his right fore- 
arm was crushed between two oe plates of metal. 
A roentgenogram, made shortly after the accident, did 
not show any fracture. About four days later the patient 
noted a swelling localized at the site of the trauma with 
an ecchymotic spot on the skin. These two signs sub- 
sided, but the patient was left with stiffness and pain. 
The pain was continuous, much worse at night and 
lancinating. After a few weeks an induration again ap- 
peared and spread from the elbow to the wrist; the 
motion of the arm was limited, and the patient started 
to have fever. The persistence of this condition after 11 
weeks induced the patient to report at the hospital. 

Beside pain and an abnormal resistance of the soft 
tissues at palpation of the right forearm, the physical 


*From St. Sacrement Hospital and the Department of 
— Faculty of Medicine, Laval University, 
Quebec. 
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examination revealed a well developed man and no 
other abnormality. Oral temperature was normal. The 
blood pressure was 120/65, pulse 76/min. No history 
of typhoid could be elicited. The only illness the pa- 
tient could recall was a pulmonary infection which kept 
him in the hospital for 2 months in 1927 (24 years ago). 
He never had any gastro-intestinal upset, and never 
received any vaccine of any kind. 

Upon his admission at the hospital (November 3) a 
roentgenogram showed areas of decalcification of about 
12 cm. long in the mid portion of the radius, with 
scalloping of the inner cortex. There was a slight peri- 
osteal reaction encircling the bone at the same pal 

Despite the administration of penicillin the pain per- 
sisted and temperature rose up to 99.1 and 100.2” F. 
On August 9, a trepanation of the radius was performed, 
and a laaep amount of pus kept under pressure in the 
medulla was evacuated. This material yielded a pure 
culture of a Gram-negative bacillus having the bio- 
chemical characteristics and all the antigenic con- 
stituents of Eberthella typhosa. The cavity was scraped, 
filled with sulfathiazol and vaseline gauze was placed in 
the wound. On August 18, another culture from the pus 
collected on a wick gave a pure culture of Eberthella 
typhosa. Treatment with Chloramphenicol was started. 
The patient received a total dose of 20 grams of Chloro- 
mycetin in 17 days. 

Two roentgenograms taken on August 23 and Sep- 
tember 17 showed localized areas of more intensive 
destruction in the medullary cavity, a slight periosteal 
reaction, but no tendency to expansion. A third and last 
analysis of pus was performed on a wick sent to the 
laboratory on eee ts 10. No bacilli could be seen 
on direct smear, and the cultures remained sterile. 

Repeated cultures of faecal specimen collected after 
absorption of MgSQO,, were all negative in spite of 
passage through enrichement media. Cultures of bile, 
urine and blood, were also negative. The Widal sero- 
agglutination test gave agglutination at a dilution of 
1:160 with E. typhosa “H” antigen and < 1:20 with 
antigen “O”. Five consecutive tests were done and no 
significant increase in the antibody titre could be ob- 
served except a high antibody titre for the Vi antigen 
(see Table I). 

On October 2, the sinus tract which had _ persisted 
ever since the operation, was completely healed, but had 
left a vicious and painful scar. Roentgenograms were 
then taken which showed that the lesion previously 
described, including the periostitis, had considerably re- 
gressed. As the agglutination tests with typhoid “O”, 
“H” and Vi antigens gave the same results as the 
previous one, a medullary culture was tried but was 
noncontributory. 

On February 13, five months after treatment, he re- 
ported again at the hospital for control examination. The 
scar was completely eaked Roentgenograms of the 
radius revealed a complete disappearance of the peri- 
osteal reaction, but no essential change in the medulla. 
Cultures of stool and urine were still negative. The 
Widal serodiagnosis gave identical results as in the 
earlier tests and the Vi agglutination still occurred at 
1:40 dilution. 


COMMENT 


Typhoid osteomyelitis is a rare affection, and 
was found by Murphy’ to occur in only 0.87% 
of cases of typhoid. But, most of the cases re- 
ported in the literature were consecutive to an 
attack of typhoid fever, and occurred as an early 
complication, about 2 months after the acute 
illness. In very few instances? t°* the bone mani- 
festations developed after many years. In a com- 
plete search of the literature we have been able 
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to find only one case of typhoid osteomyelitis 
where no previous enteric fever could be elicited. 
This case was reported by Morse and Geiser.’ 


We have used the term “primary typhoid 
osteomyelitis”, despite a serological structure 
suggesting a carrier state or a remote typhoid 
fever, for the following reasons: (1) failure to 
isolate the microbe from the stools, bile and 
urine; (2) absence of previous enteric fever; and 
(3) because the patient had never been exposed 
to outbreaks of enteric fever of any sort. One 
could refer to the pulmonary infection the pa- 
tient suffered 24 years ago as the original illness. 
However, typhoid pulmonary congestion with 
no enteric syndrome is most unusual, thus this 
possibility can easily be eliminated. 
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believe that our patient remained a non-excretory 
carrier sheltering typhoid bacilli in his bone 
marrow as a result of an insufficient dose of 
Chloramphenicol. 


It is suggested from the observation of this: 
case that the Vi-agglutination reaction should 
not be limited to a means of detecting the carrier 
state only. The reaction could be a precious test 
for controlling the efficacy of Chloramphenicol 
and the complete disappearance of the bacilli 
from the organism in typhoid infections. Thus, 
by giving the antibiotic as long as the Vi-anti- 
bodies have not completely vanished from the 
patient’s serum, it is believed that the well known 
relapses observed after treatment with this anti- 
biotic could be prevented. 




















TABLE I. 

an Cultures of — Widal test ——-—— 
Dates Pus Stool* Urine Blood Bile J “—« “Vit 
Mme OTHER. oo ek + 
jp 3 SR eee + — 1:20 1:160 
August 23, 1961,........... — — — 1:20 1:160 
pS eee — — ‘ 1:20 1:160 
September 10, 1951......... — j — 
September 14, 1951.......... — — 
Ootemer 5, 1081 ............ —_ 1:20 1:160 
October 4, 1951............ 1:20 1:160 1:40 
October 9, 1951............ Patient discharged from hospital. 
December 1, 1951.......... 1:20 1:160 1:40 
December 6, 1951.......... Discharged from hospital. 

— 1:20 1:160 


February 13, 1952.......... — 


1:40 





*All the faeces specimens were collected after absorption of MgSOx. 
TThe Vi agglutination test was performed in tubes, using the Bathnagar Vi I strain. 





It will be seen from Table I that even if the 
repeated agglutination tests carried out during 
the illness and convalescence failed to reveal 
any rise in titre regarding “O” and “H” agglu- 
tinins, the patient’s serological structure could 
have a certain diagnostic significance. Had the 
causative organism not been isolated from the 
pus of the lesion, the “O” agglutinins were defi- 
nitely too low to be of any importance. But a 
titre of 1:160 for “H” agglutinins may be signifi- 
cant since this patient had no history of inocula- 
tion with typhoid-paratyphoid vaccine or of 
previous enteric infection. The titre of Vi-agglu- 
tinins, on the other hand, was most conclusive. 


Considering the persistence of a high titre 
of Vi-antibodies in the patient’s serum six months 
after complete sterilization of the sinus tract and 
several unsuccessful attempts to isolate the 
bacilli from stool and urine, we are inclined to 
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Standardization in the management of chronic ulcera- 
tive colitis has not been possible. Patients do not react 
similarly to specific regimens. The etiology of idiopathic 
ulcerative colitis has not been determined and its course 
is unpredictable. In the severer forms of the disease, 
about 20% of cases, medical management has proved 
insufficient. All advanced, seriously ill patients should 
have the benefit of early surgical supervision, and an 
intimate surgeon-patient relationship must be established. 
A technique of flexible surgical management, based chiefly 
on primary colectomy with ileostomy in one stage, has 
been found to be of much practical merit.—H. E. Bacon 
and H. D. Trimpi, Surg., Gynec. & Obst., 91: 409, 1950. 
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CLINICAL AND 
LABORATORY NOTES 


PAPER ELECTROPHORESIS 
OF PROTEINS IN 
CLINICAL DIAGNOSIS* 


J. STERNBERG, M.D., Montreal 


THE ELECTROPHORETIC pattern of plasma proteins 
is a valuable finding in the clinical laboratory; 
the results are sometimes diagnostic and often 
lead to useful differentiation or prognosis.' 

However, the use of electrophoresis has not 
become a routine diagnostic tool in clinical work, 
due to the expensive equipment and the trained 
personnel required for this procedure. More- 
over, the classic electrophoresis is a macro- 
method, a quantity of 5 to 10 cm.’ serum being 
usually necessary for a test; this is another limit- 
ing factor for the small laboratory, which is 
looking for inexpensive micromethods available 
to unspecialized workers. 

Recently, a new method has been introduced, 
paper electrophoresis. This technique combines 
the surface adsorption of chromatography with 
differential migration of electrophoresis by 
superimposing a strong electrical field on to the 
driving force of chromatogram (diffusion or 
gravity ).*»* In this “two dimensional electro- 
phoresis” the adsorbed proteins on the paper 
surface migrate and are differentiated according 
to both their electrical charge and the strength 
of the electrical field. 

The paper electrophoretic pattern is suffi- 
ciently accurate for clinical needs and also satis- 
fies the criteria of inexpensive equipment, a 
simple method available to unspecialized per- 
sons, and a small amount of serum being re- 
quired (0.05 to 0.10 cm.*). 

However, several points of the electrophero- 
gram (a name coined to show the double origin 
of the method) must be constantly controlled, 
otherwise the results become inaccurate and 
difficult to reproduce. The most important re- 
quirements are the maintenance of a constant 
electrical field and an equal temperature through- 
out the paper during the electrophoretic run. 
Variations in these factors lead to a distortion of 
the protein spectrum and to erroneous conclu- 
sions.” © 

The present device fulfills the needs of the 
clinical laboratory and permits one to control 
the above mentioned conditions.” 

The electrophoretic chamber is a double 
walled insulated box, in which a finned coil 
(RU) connected to an exterior refrigeration unit 
provides a stable temperature (between 2° and 
25° C.) at any desired point. The electrophoresis 
takes place in two sets of trays, only one of 


*From the Institute of Microbiology and Hygiene of the 
University of Montreal. 
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which is provided with electrodes (D and E). 
It is thus possible to estimate the “true electro- 
phoretic run” by subtracting the non-differential 
migration provoked by diffusion (trays without 
electrodes ) from the differential electrophoretic 
migration (trays with electrodes ). 

The run can automatically be closed: a time 
switch (ts) cuts off the current at any desired 
moment and starts a relay (r) which raises the 
frame (f) holding the paper strips. This pro- 
cedure has been devised in order to avoid too 
long a contact of the dipped papers at the end 
of the experiment. The only driving force left 
after the disappearance of the electrical field is 
diffusion, which has the tendency to distort the 
electrophoretic pattern. 

The migration can be rendered visible during 
the run with the aid of a filtered ultraviolet 
lamp; under the black light, some serum proteins 
are slightly fluorescent, others may be rendered 
fluorescent by coupling them with a few drops 
of riboflavin solution (2 to 3% ). Their migration 
is easily followed under these conditions and no 
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Fig. 1.—Semi automatic device for paper electrophoresis 
with diffusion control. 


fixation and staining is required. This technique 
is especially valuable when further bioassays 
with the separated fractions are planned, im- 
munological reactions, enzyme or hormone 
assays.” ” 

Fig. 2 shows the correspondence of hemag- 
glutination curve in BCG allergic serum with 
that of the protein fractions of the same serum; 
the next graph shows the concentration of the 
“O” and “H” of typhoid serum respectively in 
y and £ globulins as compared to the agglutina- 
tion curve.’° 

Technique.—The paper strips (S&S 598, green 
ribbon) are moistened with a buffer solution, 
usually the barbital/sodium barbital indicated by 
Longworth"! with a pH:8.6 and an_ ionic 
strength of 0.05. After fixation on the frame, the 
serum (0.05-0.10 cm.*, non-heemolyzed) is placed 
at 2 cm. from the negative end of the strip, the 
free extremities of the papers are dipped in the 
trays and an electrical current (200 V,15 mA) is 
passed through that system for 12 to 14 hours. 
At the end of the desired period, the automatic 
device raises the frame, the strips are removed 
from their frame, dried for 1 to 2 hours in open 
air and fixed for 15 minutes at 90 to 100° C. The 
proteins are stained with a mixture of brom- 
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phenol blue (1%) and azocarmin (0.5%) in 
ethylic alcohol (95%) with 30% acetic acid; an 
intense purple colour is obtained after the 
elimination of the unfixed stain with a washing 
solution (methylic alcohol 30 to 40 p., acetic acid 
5 p., distilled water q.s. ad 100 p.). The appear- 
ance of a stained paper is sometimes sufficient 
for a qualitative interpretation. In order to get 
a quantitative estimation, the paper is cut into 
equal 5 mm. wide strips, every strip is extracted 
with an alkaline methylic alcohol solution (5% 
sodium carbonate in 50% methylic alcohol) and 
the quantity of stain estimated colorimetrically 


BCG 


Prt 


ANRNSENS 
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Fig. 2.—Immunological reactions of separated frac- 
tions. (a) Correlation between electrophoretic spectrum 
and hemagglutination titre (Middlebrook-Dubos) of the 
extracted fractions. (b) Correlation between electro- 
phoretic spectrum and typhic H and O agglutination titre. 





at 625 mu. Recently, the use of a densitometer 
(Densichron) permitted us the direct estimation 
of optical density without being obliged to cut 
the papers. 

The curve obtained is closely similar to the 
classical Tiselius curve, as shown in Fig. 3. How- 
ever, one difference between these two pro- 
cedures lies in the fact that the two dimensional 
paper technique shows the amount of the stained 
protein fractions of the complex serum proteins, 
while the tridimensional technique gives the re- 
fraction gradient of the whole protein-glucid- 
lipid complex. Further specific lipoproteins stain- 
ing can be made with another identical strip and 
the results can be added to the protein value.’* ** 
With this improved technique, it is possible to 
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draw conclusions in diseases with a high lipo- 
protein content in serum: (lipoid nephrosis, 
arteriosclerosis, etc.), in which the mente stain 
is insufficient. 

When parallel bio-assays are desired, the 
paper is cut before drying, extracted with physio- 
logical saline and the specific reactions are per- 
fected. 


This work has been partly supported by a federal- 
provincial Health Research grant. 
I wish to express my thanks to Mr. J. Tassé for the 
helpful advice and to Mr. J. M. Dion for the skilful 
pone, tt aid in the construction of the apparatus. 


Fig. 3.—Electrophoretic pattern and graphical inter- 
pretation. (a) Lipoid nephrosis, double stain method: (1), 
protein staining (2), lipoprotein staining. (b) Subacute 
pulmonary TBC. 
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EDITORIAL 


INSPECTION AND ACCREDITATION 
OF HOSPITALS 





It will be recalled that two years ago the 
American College of Surgeons announced its re- 
tirement from the general field of hospital 
standardization: this directly affected Canada, 
since the inspection and rating of our hospitals 
had always been carried out through the good 
offices of the A.C.S. To meet the situation a 
Joint Commission was set up in the U.S. repre- 
senting four of the leading interests in hospital 
affairs, and our Association received and ac- 
cepted an invitation to take a seat on it as well. 
This Commission however was not designed to 
carry on hospital inspection under its own 
auspices, and therefore, this work had to be 
carried out by field representatives appointed by 
the constituent organizations. 

Actually, even before the A.C.S. gave up the 
work, it had been suggested that Canada should 
take over the inspection of her own hospitals, 
and plans to this end were being discussed. The 
formation of such an agency took shape in July 
last with the appointment of a Canadian Com- 
mission on hospital accreditation representing 
four groups; the Canadian Hospital Council; the 
Royal College of Physicians and Surgeons of 
Canada; L’Association des Médecins de Langue 
Francaise; and the Canadian Medical Associa- 
tion. 

The desire that this commission should act 
entirely independently at once became evident, 
although the maintenance of friendly relations 
with the Joint Commission already mentioned 
was regarded as desirable. However, the ques- 
tion of financing a Canadian program of hospital 
inspection presents serious difficulties. The figure 
of $75,000 annually is named as the approximate 
cost. It was tentatively suggested that the con- 
stituent Canadian organizations named might 
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provide $25,000, and that the Federal govern- 
ment might be approached for an annual grant 
of $50,000. When this latter suggestion was fol- 
lowed up, the Minister of Health and Welfare 
showed a favourable attitude towards the pur- 
poses of the Commission, but felt that as the 
project involved the interests of the provinces 
their contributions should be sought. No ap- 
proach to the provinces has been made, although 
the project has been outlined to the Dominion 
Council of Health. 


In the absence of any contributions from 
public funds then, the only available sources of 
revenue are the constituent organizations of the 
Commission. It is realized that these cannot yet 
provide funds sufficient to carry on a full pro- 
gram of inspection, but it was the opinion of 
the Commission (at a second meeting, in Novem- 
ber) that a start should be made on the work, 
using what funds could be made available from 
the membership of the Commission. The sum 
of $2,500 would be expected from each repre- 
sentative, and with four seats on the Commission 
the Canadian Medical Association contribution 
would be $10,000. 

It will be seen therefore that a plan for in- 
spection and accreditation of Canadian hospitals 
by a Canadian organization has taken definite 
shape. Its first and most pressing problem is 
that of finance, but even that, serious as it is, 
is being attacked with energy. Our Association, 
as a member of the Commission, will of course 
contribute its allotted share. It should be pointed 
out, however, that we have already provided 
funds for the initial cost of organizing this Com- 
mission, and will be expected to contribute 
$10,000 annually towards the work to be under- 
taken. Further, it is our Association which has 
taken the initiative in this undertaking and has 
brought the Commission into being. 

It is entirely fitting that such a vitally im- 
portant question as that of inspection and ac- 
creditation of our hospitals should be taken up 
by a national medical body. At the same time it 
is a matter which directly affects all our people, 
and it is only reasonable that the heavy financial 
outlay involved should be shared by other bodies 
with full recognition and help from governmental 
agencies. i 

It may be asked why we should continue to 
keep our representative on the Joint Commission 
formed in the States, if we are going to do our 
own inspection. The answer is that we are still 
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some distance away from being able to carry 
on. any of this work ourselves. In the meanwhile 
we can learn much from our association with the 
Joint Commission, and actually a certain amount 
of inspection and accreditation is still being 
done in Canada by the American College of 
Surgeons, chiefly of hospitals doing special work 
in cancer, and by the American Hospital Asso- 
ciation in the general field. 





INFLUENZA 


Influenza was recognized in ancient times and 
many extensive epidemics have been recorded 
since the sixteenth century. During the past 
hundred years three pandemics have occurred, 
in 1847-48, in 1889-92 and in 1918-19 when at 
least fifteen million persons died of the flu. The 
influenzal viruses were not known at those times, 
and even in retrospect, it is difficult to correlate 
the features of these epidemics with the known 
behaviour of the viruses. 

The influenza virus was discovered: by Smith, 
Andrewes and Laidlaw in 1933. They induced 
the human influenzal infection in the ferret. It 
was subsequently shown that this infection could 
be transmitted to other ferrets and to man, that 
specific antibodies appeared in the blood during 
convalescence, and that the infected animals 
were rendered temporarily immune to further 
infection. A number of other characteristics have 
subsequently been brought to light. Thus, it is 
now possible to grow the virus in fertile hens’ 
eggs and prepare vaccines against it. Three sero- 
logically distinct viruses are known, A, A prime 
and B. Unfortunately new variants of these 
viruses are apt to appear, showing varying anti- 
genic differences from the common strains. It 
was therefore necessary to study influenza on a 
world basis, and the World Health Organization 
set up at the National Institute for Medical Re- 
search, London, England, a World Influenza 
Centre. 

The work of this Centre is dependent mainly 
on obtaining news of any local outbreaks of in- 
fluenza from laboratories all over the world and 
comparing the viruses from specimens received. 
Such long term studies, it is hoped, will show 
how epidemics arise, spread and then vanish, 
and where and how the virus survives in inter- 
epidemic periods. It is further hoped to learn 
how the virus changes, and to plot its movements 
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so as to be able to predict the type in order to 
meet it with the appropriate form of vaccine. 


In general epidemics in the world have re- 
cently tended to appear biennially with larger 
outbreaks at four-year intervals. The recorded 
death rate from the disease has been greatest 
during the first quarter of the year. This winter's 
world-wide epidemic is fortunately of a mild 
form. Even so this causes great economic loss 
and dislocation of essential services. 


It is to be expected that strains isolated from 
one community should be almost identical, but 
recent reports have shown that more than one 
type of virus may be present in a localized out- 
break. This, together with the multiplicity of 
virus strains and the short duration of immunity 
provided by vaccination are grave drawbacks to 
effective prophylaxis. There is no vaccine as yet 
available that is effective against all serological 
types of influenza. Fortunately, however, we now 
have an impressive range of antibacterial agents 
by means of which the frequent secondary bac- 
terial invasion of the respiratory tract can usually 
be controlled, leading to a greatly lowered mor- 
tality rate. A.H.N. 





HYPERTENSION 


In more than 90% of cases with hypertension 
who come to the doctor’s office, the etiology of 
the rise in blood pressure remains obscure. Such 
cases are labelled as “essential hypertension’, 
but there is now some doubt whether “essential 
hypertension” is a single disease. The condition 
is thought by many to be a psychosomatic dis- 
order which has been variously described as 
arising “above the collar”, “above the thyroid”, 
or simply as “psychogenic”.* Workers in this field 
are well aware of the wide divergence of opinion 
as to the etiology and treatment of the disease. 

In spite of this, there appears to be a growing 
tendency to agree about the significance of some 
clinical observations. In early or potential cases 
of essential hypertension, for instance, the cold 
pressor test, if positive, is thought to be of prog- 
nostic importance. It is thought that the heredi- 
tary type and the characteristic behaviour 
pattern of a person are of significance in the 
causation of the disease; the man who is always 
*Panel on Hypertension, Page, I. H., Allen, E. V., Fried- 


man, M.,. and Grimson, K. S., Clinical Session, A.M.A., 
Denver, Col., December, 1952. 
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at odds with time, i.e., wants to get as much as 
possible done in the shortest space of time, is the 
type. He resents even the minimum of waiting 
and although not aggressive against other 
persons, his enemy is time, which he attacks con- 
tinuously. Although this is the preponderant type 
of patient found in this group, there are, of 
course, other individuals too, who suffer from 
essential hypertension. 

The evaluation of treatment of such a disorder 
must needs be notoriously difficult. Most clini- 
cians are familiar with the phenomenon of what 
appear to be spontaneous remissions in the 
group of patients whose blood pressure, at times, 
transgresses the normal limits. When such re- 
missions coincide with attempts at treatment, 
therapy receives the credit. In patients with a 
considerably raised blood pressure, when they 
are kept in hospital at complete rest for a suffi- 
ciently long time, blood pressure readings may 
also drop to normal without medication. Such 
cases therefore are useless in the testing of drugs 
or other forms of therapy. 

A reduction in the caloric intake, especially in 
cases of over-weight, is generally thought to be 
beneficial. Kempner’s rice diet with the addition 
of fruit juices, offers this advantage and _ its 
merits have also been studied from the point of 
view of the reduction in sodium, protein and 
cholesterol intake. While there does not appear 
to be general agreement on the value of a re- 
duction of the latter two factors, the observations 
of Irving H. Page and others indicate that there 
is a good proportion of “salt reactors” among 
cases of hypertension. They respond favourably 
to the low sodium content of the rice diet; when 
sodium is added, their blood pressure rises again. 
Similarly, they also react favourably to other low 
sodium diets with a total of less than 200 mgm. 
per day, and the addition of sodium again causes 
a rise in blood pressure. 


Total sympathectomy in contrast to less com- 
plete surgical procedures has led to permanent 
bradycardia. This cannot be said of “medical 
sympathectomy” by any one of the variety of 
drugs, which have been tried. The case must 
indeed be rare in which in the treatment of 
essential hypertension the same drug has been 
used for five years. In view of the hazards of a 
major operation, such as total sympathectomy, 
and in spite of the uncertainty whether a patient 
will conscientiously continue to adhere to the 
prescribed medication for prolonged periods of 
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time, there is general agreement that attempts 
at “medical sympathectomy” are gaining ground. 

When the possibility of a pheochromocytoma, 
which is a rare condition, is excluded by the 
administration of a drug like Regitine, essential 
hypertension has been treated recently with 
such drugs as veratrum viride, the hexa- 
methonium compounds, Apresoline, and Rau- 
wolfia. These drugs are still considered in the 
experimental stage, though some of them are 
“Council accepted” in the States, and it would be 
too early to appraise fully their long term 
effects. At a recently held panel discussion,* it 
was thought that hexamethonium compounds 
dramatically reduce the blood pressure in 
suitable cases of essential hypertension and that 
very few patients become refractory to this 
effect, even when therapy is continued for several 
years; about 85% of such cases show some re- 
duction of blood pressure and in 10 to 15% it 
may return to normal. Combinations of these 
newer drugs have been tried, though it is held 
to be better treatment to start with one form of 
therapy and to study the patient's response to it 
before adding others. This not only reduces the 
cost to the patient, but it also cuts down the un- 
desirable side effects which attend the use of 
each of these drugs, and offers at the same time 
the means of more scientific study of each medi- 
cation. 

The administration of thiocyanate is still con- 
sidered good treatment by some, but, in view 
of the side effects which may be severe, the 
blood concentration of the drug should not be 
allowed to exceed 12 to 15 mgm. per 100 ml. 

The view that essential hypertension may be 
due to psychogenic causes has led to attempts 
to deal with the condition either by psycho- 
analysis or by electroshock treatment, neither 
of which can be considered successful methods 
of treatment in essential hypertension. _B.L.F. 





Editorial Comments 


Sm ARTHUR ELLIS 


The honour of knighthood has been conferred . 
on Dr. Arthur Ellis, who was Regius Professor 
of Medicine at Oxford until his recent retire- 
ment. Dr. Ellis received his B.A. from the Uni- 
versity of Toronto in 1906, his M.B. in 1918, 
M.D. in 1924 and an LL.D. from Toronto in 
1944. 
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V.O.N. 


The Victorian Order of Nurses (V.O.N.) is an 
organization whose function is or should be well 
known to all of our profession. Founded in 1897 
by Lady Aberdeen, wife of the Governor-General 
of the time, it was planned in commemoration of 
Queen Victoria’s Diamond Jubilee. The basic 
idea of the V.O.N. was to provide nursing in the 
home, and that has never been altered. The 
Order has grown to truly national status and is 
now faced with problems that usually attend 
such growth. In this case, organization and 
finance are the two outstanding problems, but 
there are others, such as staff and training, which 
to some extent depend on the first two. 

A special commission, headed by the Hon. 
Wilfrid Bovey, has been set up by the V.O.N. 
to make a complete survey of V.O.N. activities, 
and, on request, a representative committee of 
our Association has attended one meeting in 
consultation. The problems of organization are 
beyond our scope, but it may be said that the 
Order suffers in some respects from the fact that 
it is a federal organization with no provincial 
charters. Although a national body, the branches 
of the Order are autonomous. These are re- 
sponsible for their own finances, and in the past 
a campaign for money has been carried out by 
the national body every five years. The Order 
now finds that its funds are being heavily 
drained by its operating costs. One factor in 
particular is the provision of scholarships to pro- 
vide public health training for nurses. It is 
evident that the Order is convinced of the 
necessity for special training of nurses to enable 
them to deal with social, emotional and health 
problems of the family. This, of course, opens 
up a controversial field, but there are strong 
arguments to show nurses with public health 
training are very greatly strengthened in teach- 
ing good health practices. 
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How much does our profession recognize and 
make use of the services of the V.O.N.? These 
would probably be used to a greater extent if 
more branches of the Order could be established, 
and to do this is one of the financial-organiza- 
tional questions occupying the attention of the 
commission. Hospitals might take advantage of 
the Order to relieve some of ‘their own burdens, 
as has in fact been done by one hospital in 
Montreal. The profession can help by making 
freer use of a nursing service which is of such 
signal aid in the care of our patients. 





THE CANADIAN RED Cross ANNUAL APPEAL 


There is probably no other organization whose 
work more intimately penetrates the lives of all 
our people, and of many in other countries as 
well, than that of the Red Cross. In its free blood 
transfusion service which has lifted a heavy 
burden from so many hospitals; its support of 
outpost hospitals which otherwise would not 
exist; its ever ready services in dealing with 
emergency needs in disasters of all kinds; its in- 
dispensable aid to hospitalized veterans; its 
supplying of plasma to the armed forces on 


‘active service; its rdle in international relief, in 


sending clothing, bedding and hospital supplies, 
etc., to those in urgent need; its significantly 
valuable influence amongst the young by means 
of the Junior Red Cross—how impressive and 
appealing are all these functions and how excel- 
lently carried out. 

For this constantly expanding work of mercy 
and benevolence, the Red Cross is making its 
annual appeal. There should be no surprise that 
the objective of their campaign is higher than 
before; it cannot be otherwise nowadays when 
the needs are so extensive. We hope that the 
appeal will be rapidly and completely successful. 





MEN AND BOOKS 
THE THINGS THAT ABIDE®* 


E. P. SCARLETT, M.B.,+ Calgary 


Ir Is AN HONOUR and privilege to speak to you 
on this occasion of the fiftieth anniversary of the 
founding of your Academy. I have the pleasure 
of adding to my own felicitations, the congratula- 
tions and warm good wishes of the medical pro- 
fession of Calgary, as well as the greetings of 
the University of Alberta. 

The Academy of Medicine was founded in the 
year 1902. Let us take a quick glance at that 
year of grace. It was the year of the coronation 
*Address to the Academy of Medicine of Edmonton on the 
occasion of the Fiftieth Anniversary of its founding, 


Edmonton, October 8, 1952. 
tChancellor, University of Alberta, Edmonton. 





of King Edward VII. The Boer War officially 
ended to the relief of all on May 31. Marconi 


- was completing arrangements for his first wire- 


less installation in Cape Breton. A new speed 
record for automobiles was established—15 miles 
per hour in a trial run of 54 minutes. “Cozy 
corners’ and table tennis were the rage. The 
popular song of the time was “In the Good Old 
Summer Time”. In the political sphere, the Bal- 
four Conservative government was in power in 
Great Britain and the Laurier government in 
Canada. The Alaska boundary dispute was 
under discussion. Principal George Grant of 
Queen’s University, whose name is still a 
legendary one, died during the year. The Uni- 
versity of Toronto was complaining of parsimoni- 
ous treatment by the Government in the matter 
of grants (a familiar refrain that!). The book of 
the year was Ralph Connor’s “The Man from 
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Glengarry’. The population of Canada was 
listed as 5,371,000. 

Coming more closely home, Edmonton was 
within the orbit of the North-West Territories 
with Regina the capital city, and F. W. G. 
Haultain the premier. The population was grow- 
ing rapidly; in 1892 the Nortn-West Territories 
and the Yukon comprised 97,934 persons; by 
1902 this number had increased to 423,298. In 
this year 1902, an election was held. The cam- 
paign issues were equal rights with the other 
provinces, removal of the C.P.R.’s tax exemption, 
and a proposal to convert the Territories into a 
province (at the time the North-West Territories 
comprised the four districts; Assiniboia, Sas- 
katchewan, Alberta and Athabaska). Finally, we 
note that the population of Edmonton proper 
was 2,626 and that of Calgary 4,393. 

In this setting, we find that on January 15, 
1902, a meeting of the medical practitioners of 
the Edmonton district was held in the office of 
Dr. McInnes in Edmonton for the purpose of 
organizing a medical association. A society was 
formed called the North Alberta Medical Asso- 
ciation, the objects set down as the discussion of 
subjects of medical interest and the advancement 
of the mutual interests of the members. The 
annual membership fee was fixed as one dollar. 
The officers were: President—Dr. W. M. McKay, 
later Dr. H. C. Wilson; Vice-President—Dr. S. 
Archibald; Secretary-Treasurer—Dr. T. H. 
Whitelaw; Committee—Drs. Bennett and P. Roy. 
The Society included licensed medical practi- 
tioners living and practising in and north of Red 
Deer. There were 27 original members. In re- 
viewing the society transactions for the first year, 
I gleefully note that a good old medical custom 
prevailed—less than 50% paid their annual fee 
of one dollar! 

The first regular meeting of the Association 
was held on the evening of February 12, 1902, 
in the Edmonton Council Chamber, with 
thirteen members in attendance. Three papers 
were given: one on a case of self-castration in a 
young male by Dr. Tierney; a discussion of 
gynecological cases by Dr. Simpson; and a case 
of syphilis, with a discussion of Colles’ law by 
Dr. Whitelaw. 

There in a few words you have the infant 
Academy of Medicine. It is to salute its birth and 
to commemorate the founders that we are 
gathered here tonight. We can do so the more 
readily, because mercifully the world has passed 
out of a period of frank “debunking” although 
the practice still survives in the periodical press 
with articles aimed at making us all “folksy”. 
Wordsworth, Nelson, and the heroes of our boy- 
hood have all felt the lash of petty debunking 
criticism in recent decades, but as far as I can 
ascertain, they are still on their pedestals. 

I think that it is high time that we turned to 
the praise of famous men. For humanity was 
never in greater need of lofty ideals and noble 
examples. We should praise men like Albert 
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Schweitzer, whose life is a standing rebuke to 
the puling intellectuals of our day; men like 
William Osler, who proclaimed the ideais by 
which we, as physicians, can only be said to 
live, and who aressed truth in the noblest form 
of human speech; men like those ot the oider 
generations in this land, who played their parts 
creditably and with deep humour, and wnose 
examples magnify human souls until they trans- 
cend the bounds of time. 

So let us now praise famous men. Let us 
praise them as an act of piety, if only because the 
act of praise exalts him who praises above 
pettiness and timidity of soul, and elevates him 
more nearly to the heights on which dwell those 
whom he may praise. Let us praise famous men, 
it only because the noble Roman act of pietas 
serves to free us for a season from the niggling 
sins that so easily beset us and saves us from the 
accursed cynicism and sophistication of our time. 

Thus, may we do honour to the group of men 
who at the turn of the century and on the eve 
of the expansion of our Canadian West founded 
this Academy. 


2 a Q 


1902-1952. Fifty years have gone by. Time 
flies and will not return. As a scribe in the 
spacious days of the First Elizabeth put it, the 
wings of man’s life are plumed with the feathers 
of death. What catastrophic changes have taken 
place in the brief span of half a century! 
Changes, yes, but hardly a triumphant proces- 
sion of progress. Whenever I hear people prat- 
ing of progress, inferring that we are so much 
better than our forefathers, and suggesting that 
our twentieth century human beings are the lofty 
culmination of the struggles of the ages, I recall 
von Ranke’s dictum, that each moment of time 
and history is equidistant from eternity. That 
reflection makes for a healthy humility—surely 
a becoming frame of mind on an occasion of 
this sort. 

In any event, a belief in progress is relatively 
a recent thing, notably reaching its fullest ex- 
pression in the exuberant and adolescent nations 
of this continent. In the frightening impact of 
recent world events, this belief in progress as a 
law of human life has been shattered. That is 
not to say that we cannot still have faith in the 
future. And in this particular, none are more 
happily placed than medical men. We, under a 
blessed Providence, are engaged in one sphere of 
human activity of infinite importance to man- 
kind, in which there has been real progress. 
Even the most pessimistic observer of the human 
scene is bound to admit this, and to make an 
exception when compiling his melancholy tale 
of woe. In this particular, physicians are singu- ‘ 
larly favoured children of fortune, and at all 
times should bless their stars. 

What a drama has been world history of the 
last fifty years! It is always a bit difficult to speak 
to a Canadian audience about history, for in this 
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country there has always been, and still is, too 
little insistence on history and too much on 
geography. but we must insist on the historical 
viewpoint, because history is part of the pro- 
cess by which we may hope to surmount the 
limitations that the past has fettered upon us as 
a Canadian nation and as individuals. We are 
still not aware of our maturity, our qualities and 
our achievements. 

Looking over the past fifty years, we can 
rapidly unfold the scroil of time. The few golden 
years before August 1914. August 4, 1914, when 
the lights of Europe started going out one by 
one. The war of 1914-1918, poignant years for 
many in this audience. The twenties, a gay 
rather crazy time reacting to war apparently 
done with. The thirties, more serious, more 
political, apprehensive of war and yet aware of 
being carried toward it. Communists and 
Fascists battling in a reversal of civilized values. 
Hitler, the strident jack-in-the-box 
rapidly from a beer cellar to much more than a 
throne. The war of 1939. The atomic bomb in 
1945. The barren and exasperating years since 
1945. What greed, folly, sadness, despair and 
strange glory are contained in this roll-call! Un- 
questionably, this period of fifty years is among 
the most eventful in the world’s history. It is 
probable that the only time that can rival it is 
the interval of years from the year of the con- 
version of Constantine to the sack of Rome. 

Some of us have lived through it all, and at a 
time like this, when we look back, we are 
amazed, shocked and, I fancy, humbled. But it 
is still not possible for us to get things into a 
proper perspective nor attempt anything but the 
most inadequate summing-up, and quite im- 
possible to attempt any judgment. For such 
judgments are almost certain to be awry. As 
Virginia Woolf put it—we are, all of us, within 
the Leaning Tower, even those of us who date 
from the nineteenth century “when the earth 
was horizontal and the buildings perpendicular”. 
We cannot judge the landscape properly as we 
look down, for everything is tilted. Under such 
a condition, it is particularly difficult, if not im- 
possible, to estimate or assess the relation be- 
tween objects in time. We must of necessity 
leave that for later generations. 

The result of it all is that, not only are we in 
a Leaning Tower, but this is an age haunted by 
disillusion and fear. The disillusion flows from 
the fact that, while five centuries of human en- 
deavour have brought man certain benefits, they 
have not brought him peace of mind. Even fifty 
years ago we lived in the world of the indi- 
vidual, critical and self-reliant, while now there 
is real fear that we may be entering on a time 
when there will be virtual destruction of all that 
makes for individuality. Confusion and fear re- 
sult from the feeling that possibly, under the 
coming dispensation, the virtues which one was 
taught to admire—independence, chivalry, gener- 
osity, hard work and frugality, to say nothing of 
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the large heroic vision—are things for which 
society 1s coming to have no use. There is fear 
most of all because our eyes in this generation 
have seen the powers of evil abroad in the world 
and cruelty on a scale larger than in any time 
past. 

There the matter must be allowed to rest. We 
are obliged to go forward with determination, 
fortitude and always hope. Certainly we have 
no excuse if we fail to realize the powers against 
us. It is our lot to front the challenge that every 
civilization sooner or later has had to face. There 
remains no alternative but to do battle. 


* a o 


And what of the past fifty years in medicine? 
Tremendous changes and undoubted progress. 
At times some of us may feel that we are moving 
too far away from the basic clinical concern of 
medicine—the ill patient, and that while medi- 
cine is getting better and better in vitro it is 
growing worse and worse in vivo. The patient 
seems to be less, the test tube more. Certainly 
the masterly inactivity formerly extolled is no 
longer permitted in medical practice. Our con- 
cern, however, is less with the science and art of 
medicine than with changes in the organization 
of medicine which social, economic and political 
currents are forcing upon it. In this age of the 
welfare state governments are taking over the 
authority and control of the old self-governing 
medical system. Already science in many of its 
higher echelons, notably atomic physics, is in 
danger of becoming subservient to the State. 
Medicine must avoid being cast in a mean role 
of this sort. 

If we in the medical profession are to answer 
the challenge of our time successfully we must 
somehow manage to combine the new economy 
and the old morality. The old economy with 
its laissez faire will simply not work in the new 
material world of today. It has led to the capital- 
ist jungle and the black market. On the other 
hand, the old morality in Medicine was an 
admirable thing. The physician as an individual- 
ist was something like a squire in society. He 
identified himself with his little community. He 
was humane and there was a great deal of 
mutual trust between patient and physician. 

While impossible in the material and economic 
world of today, the doctrine of laissez faire is 
the only one that seems to work in the world of 
the spirit. Planning and controlling stunt men’s 
minds; a sense of security makes them soft and 
lazy. Medicine which, after all, is a delicately 
balanced, complex relationship between indi- 
viduals, becomes a commodity, and the hard 
morals of the market-place and the soul-stifling 
doctrines of the money-changers come to pre- 
vail. That way is death for Medicine. My friends, 
the economic and social planners assure me that 
when all people are properly fed and housed, 
and their physical and mental ills cared for, a 
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new and appropriate morality will evolve. It 
may be, but I take leave to doubt it. I confess 
that I have no mystic faith in “the people” as a 
mass. As a physician, I have faith in the indi- 
vidual; but the individual is not the herd nor 
the herd’s master, the bureaucratic state. 

So there you have it as I see it—the new 
economy for the body and the material world; 
the old morality for the spirit. Here is a collision 
of principles and a dilemma which, I admit, I 
cannot resolve at the moment. I am, at the same 
time, convinced that a planned change in society 
and national relationships must take place if the 


world is not to disintegrate. I am hopeful that in - 


this new economy we can somehow find a place 
for human relationships and for the thing known 
as the art of Medicine which many planners and 
government agents are ignorant of—in a word, 
the old morality. 

In the face of this dilemma, what is our duty? 
Two things certainly. First: We must express 
what we want and not what we are told to ex- 
press by the planning authorities. Second: We 
must impose a discipline on ourselves, rather 
than accept one from without. 

The real Medicine stands for the things of 
the spirit—it shares this mission with religion. It 
acts on the assumption that the individual is im- 
portant, and that in the eye of eternity, all are 
one and the same. It believes in consideration 
and in doing its best for all “even unto the least 
of these”. It knows that naked we came into this 
world and naked we shall go out of it. It is kept 
humble and free from self-seeking by the 
memory of birth and the expectation of death, 
and by the knowledge of the fundamental loneli- 
ness of man in this world. Medicine, under the 
grace of God, is one of the activities which has 
brought man out of original darkness and has 
served to separate him from the brute. We must 
continue to practise this medicine and respect it 
through the darkness and uncertainties of today. 


ao a a 


It is your lot and mine to work out our medi- 
cal destiny in Canada. In this regard, we are 
fortunate leagues beyond what we deserve. For 
it now looks as though Canada might well be the 
richest and, in a material sense, the most power- 
ful community in the world. We shall, thus, one 
day be narrowly judged by posterity—and 
posterity will judge us on our achievements in 
the spiritual sphere. In the light of history, ma- 
terial success is only a matter of intellectual and 
passing interest. To be worthy of our destiny, 
we should recall the things that abide—those 
values in the world at large that survive the 
decay of Empire and the breaking of nations. 
They are the simple things—the things that really 
matter. “Trust in the morning and quiet in the 
evening, our own folk, and work and food and 
sleep; seed-time and harvest, cold and heat, 
summer and winter, day and night”. These are 
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the things that men have known in all centuries. 
“The real things are the old things.” To these 
add singleness of mind, a great duty and a few 
supreme loyalties. And then, if you can, discover 
and practice what George Bernard Shaw once 
called the Great Secret. “The Great Secret” he 
tells us in Pygmalion, “is not having bad 
manners, but having the same manners for all 
human souls; in short, behaving as if you were in 
Heaven, where there are no third-class carriages 
and one soul is as good as another”. 

In the midst of all these alarums, there is 
certainly no reason to abdicate from the human 
race, least of all in the field of Medicine. Some 
of us may, of course, in the process develop 
peptic ulcers. Incidentally, I was profoundly 
humiliated the other day to have a medical 
friend, who claims to gaze deeply into the diag- 
nostic crystal ball, define an individual with a 
peptic ulcer in these shattering words: “an oral 
passive receptionist frustrated in his need for 
love, esteem and care”! 

In the great world of medicine, the verities 
still stand. As they have been revealed to me in 
practice, they are: the dignity of our profession; 
the virtue of work; medical practice as a high 
adventure and medicine as an art. Idealism in 
medicine is the cornerstone of our profession. 
It is this, more than anything else, which has 


given our calling its strength and its unique 


place in society. Granted that it is hard to stand 
up against the materialism of our time, it is still 
the business of every doctor to do so. He must 
continue to wear the camel-hair shirt of toil in 
place of the silk of indolence. He must submit to 
the daily round of distractions and with a good 
grace gnaw the nail of hurry. At times, I think 
that we are in danger of living on the capital of 
idealism and good will accumulated by past 
generations of dedicated men in our profession. 
This simply will not do. At the moment, such 
slackness is shamed by the high example of 
teachers in our medical schools, and by scores of 
inarticulate, hard-working medical practitioners 
in out-of-the-way places in this country. The 
are the ones who are renewing this fund of ideal- 
ism, the life-blood of Medicine. 

Our profession has a long and noble tradition. 
It is a betrayal of that past for Medicine to be 
parasitic for its ideals on business, political life 
or the State. It must assert its own ideals and 
re-create its own spirit. At times I am weary of 
hearing of the medical advances of the last half 
century, how twenty years has been added to 
the span of life, and so forth. The details and 
business of medical practice of 1902 are almost 
obsolete today—but the spirit is the same. For 
successful medicine is sympathy armed with 
understanding. It means a deep and sincere 
interest in the craft, a love of mankind, personal 
integrity, love of work—all crowned by Osler’s 
prescribed qualities, the art of detachment, the . 
virtue of method, the quality of thoroughness 
and the grace of humility. In Medicine these are 
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the things that abide—and they are more than 


sufficient. 
S @ e 


This has been a rambling address—but I take 
some consolation in the fact that a straight line 
can sometimes be the dullest distance between 
two points. 

We of the medical profession are members 
of a mighty company. It is appropriate on an 
occasion of this sort to remind ourselves of the 
fact; and further, that the strength of that com- 
pany resides in the charity and fellowship within 
its ranks. As Mr. Wilfred Trotter, the great 
English surgeon, once said: “The ultimate and 
singular source of inexhaustible moral power in 
a gregarious unit is the perfection of communion 
amongst its individual members”. 

We started our address by looking back in 
time to the year 1902 when a little group of men 
formed a medical society in a frontier town in 
Canada’s North-West. As that scene fades out 
and we find ourselves in an Academy of Medi- 
cine in a great city, each one of us will have his 
own reflections. Probably, most of them might 
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be expressed by recalling again the things that 
abide—these things in turn are simply qualities 
of “faith in a universe not measured by our 
fears.” That faith forges courage and resolution 
which illuminate the path of life. 

May I close with a story from the early days 
of life on this continent. May 19, 1780, in Hart- 
ford, Connecticut, is a day that has gone down 
in New England history as a terrible foretaste of 
the Day of Judgment. For at noon the sky turned 
gray, and by mid-afternoon had become so black 
that men fell on their knees and asked to be 
forgiven of God before the end came. The Con- 
necticut House of Representatives was in session. 
As some members fell on their faces in fear, and 
others called for an immediate adjournment, the 
Speaker of the House, Colonel Davenport, rose 
to his feet. He silenced the members and spoke 
these words: “The Day of Judgment is either 
approaching or it is not. If it is not, there is no 
cause for adjournment. If it is, I choose to be 
found doing my duty. I wish, therefore, that 
candles may be brought”. 

Ladies and gentlemen, in this year of grace, 
1952, and in this place, let candles be brought. 


~ 
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(Courtesy of Manitoba Bureau of Travel & Publicity) 


Historic Fort Garry Gate stands in the shadow of modern Fort Garry Hotel in Winnipeg. 
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Make Your Hotel Reservation 





Ss & 
for Winnipeg now 
June 15 to 19, 1953 
SCHEDULE of RATES (Subicct te change) 


without notice 
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No. on Twins or No. on Twins of 
Map* Hotel Singles Doubles Map* Hotel Singles Doubles 
20 Assiniboine, 18 Norwood, 112 Marion Street. . 4.00-6.00 

Portage & Albany....... $3.50-4.50 $5.00-6.00 | Royal Alexandra 
12 Bell, Main & Henry......... 4.00-4.50 (Headquarters Hotel)..... No rooms available 
16 Cambridge, Merriam & Pembina 3.50-4.00 7 St. Charles, 
9 Clarendon, Portage & Donald. . 4.00-4.50 Notre Dome & Albert... 4.50-5.00 
: 21° St. James 
13 Cornwall, Main & Rupert..... 5.00 1719 Portage Avenue... . 2.00-4.00 
15 Corona, Notre Dame E........ 3.50-5.00 6 St. Regis, 285 Smith Street.... 4,00-4,50  5.00-7.00 
17 Curtis, Henderson Highway... 3.50 5.00-10.00 19 St. Vital, 
4 Empire, Main & York........ 3.50-6.00 St. Mary's & Ellesmere... . 6.00 
2 Fort Garry, Broadway Avenue. 5.50-8.00 8.50-10.50 23 Waldorf, Keewatin & Pacific... 3.50 3.00-5.00 
14. Garrick, 287 Garry Street..... 3.50-Up 11 Winnipeg, 214 Main Street... 3.00-4.00 
24 Green Brier Inn, 
Main & Rupertsland. ..... 4.00 MOTELS 
22 Kirkfield, Parkdale & Portage. . 2.50-3.50 A ———— cng “a uhiaseel 
3 embina Highway. . J 3 
10 Leland, William & Albert..... 3.50 5.50-8.00 8 Wedieeueas eta, 
8 Mall, 469 Portage........... 6.00-Up 2120 Pembina Highway... 5.00-9.50 
3 Marlborough, Smith Street... . . 6.00-8.00 C North Main Cabins, 
5 McLaren, Rupert & Main..... 3.50-6.50 No. 1 Highway......... 5.00-6.00 7.00-8.00 


*The Map was shown in the January issue. ‘ 
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APPLICATION FOR HOTEL ACCOMMODATIONS 


BE SURE TO GIVE FOUR CHOICES OF HOTELS 


Emmet Dwyer, M.D., 
Chairman, 

Canadian Medical Association, 
Subcommittee on Housing, 
604 Medical Arts Building, 
Winnipeg, Manitoba. 


Please reserve the following: 


PE ic ras Nee ea ae eee aioe UES 5 i Sia es oy pe ee ee 
First Choice Third Choice 
PRT ay SR ORs re ae ee Sel FIORE k caer his sea hi eloet Read 
Second Choice Fourth Choice 
et F Room(s) with bath for.....................person(s). Rate $.....to $.....per room 
ees Combination(s) (2 rooms-bath between) for...persons. Rate $.....to $.....per room. 
ae ata Room(s) without bath for...................person(s). Rate $.....to $.....per room. 
Motel accommodation for................... persons. Rate $..... per person. 
A.M. 
Arriving We a5 6.5 6 6-04.855 8:0 0 bas ¥o0s te Pn Ree gt Be Ee ere ere 


Note: You will receive confirmation direct from the hotel accepting the reservation when made. 
Rooms will be occupied by: (Please attach list of additional names if vou do not have sufficient space here.) 


Weerenrreererrie «acne ee a ee ae ae eo ne ee i we as ee ee em aie ty ee 8 oe ew ee a Ape ey ke te Ge ht. a ee pe 


Name Street Address City Zone Province 


2220 ese 8S OBS 6.2 2 9 0)d © 05 6:6 0.0O 8 DP 0.2 O09 26.62.66 6 O60 0 2 8-0.5 SOPH DD OU HDS 04.5 8°60) 6 OE COR OS OO eRe HO Oe BP 0b) eee ¥ 9 8 8 


POON inks icc §-~ 2 DON bo aN Rad de See Mes Mad hw ks wpe £4 TEN Re bulb Se ee Ro A A a ate mee «ies 


Maddie MONI o.oo shin ov 6080 5 cEN SR CRE Re Cale pee OE bees ERS ean ate ea ee 20s 2 
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ASSOCIATION NOTES 


REDUCED FARES FOR RAIL 
TRAVEL TO THE ANNUAL 
MEETiNG 


The Canadian Passenger Association has 
authorized special convention rates for mem- 
bers of the Canadian Medical Association and 
their families travelling by rail to the annual 
meeting in Winnipeg. Identification certificates 
permitting members to purchase tickets at a 
considerable saving, may be obtained on appli- 
cation to the General Secretary, Canadian Medi- 
cal Association, 1385 St. Clair Avenue West, 
Toronto 5, Ontario. 


Dates of Sale 


From Stations on Western Lines (i.e., Stations Arm- 
strong, Ontario, Port Arthur, Ontario, West )—June 8-18 
inclusive. 

From Stations on Eastern Lines (i.e., all 
of Port Arthur except Newfoundland )—June 
clusive. 

From Stations in Newfoundland—June 3. to 14 in- 
clusive. 


Fare Basis (Adult) 


Cotes and returning the same route—One and one-half 
times the adult normal one-way first, intermediate or 
coach class fare applying via route used as shown in 
tariffs, plus 25 cents. 

Diverse Routes.—Three-quarters of the one-way first, 
intermediate or coach class fare, as the case may be, 
applying from starting point to destination via route 
travelled on going trip, plus three-quarters of the one- 
way fare of the same class appl ing from starting point to 
destination via route trave «| on return trip, plus 25 
cents. 


Return Limit 


Thirty days after the date on which the ticket is 
valid to start the going journey. Return trip may com- 
mence on any date within final return limit, and pas- 
senger must reach original starting point not later than 
midnight of final return limit. 


oints east 
to 16 in- 





LADIES’ COMMITTEE 


Plans for entertainment for the ladies during 
the annual meeting are nearing completion. The 
Ladies’ Committee in charge of arrangements 
are looking forward to a good attendance, and 
visitors may be assured of varied and interesting 
entertainment. The final program will appear in 
detail in the next issue of the Journal. 





MEETINGS OF SPECIALIST 
SOCIETIES 


The following Specialist Societies will meet in Winni- 
peg in relation to the 86th Annual Meeting of the Cana- 

ian Medical Association. 

1, Canadian Academy of Allergy (Tuesday June 16). 
Secretary: Dr. T. H. Aaron, 502 McLeod Bldg., Edmon- 
ton, Alta. Local Representative: Dr. C. H. A. Walton, 
Winnipeg Clinic, Winnipeg, Man. 

2. Canadian Association of Radiologists (Monday and 
Tuesday, June 15 and 16). Council Meeting at 2 p.m. 
and General Meeting and Dinner at 7 p.m. Secretary: 
Dr. Jean Bouchard, 1555 Summerhill Ave., Montreal 25, 
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Que. Local Representative: Dr. R. A. Macpherson, 101 
Medical Arts Bidg., Winnipeg, Man. 

3. Canadian Association ot Pathologists (Monday and 
Tuesday, June 15 and 16). Secretary: Dr. D. W. Penner, 
Winnipeg General Hospital, Winnipeg, Man. 

4. Canadian Psychiatric Association (Tuesday, June 
16). Secretary: Dr. J. P. S. Cathcart, 183 Metcalfe St., 
Ottawa, Ont. Local Representative: Dr. G. A. Little, 


Psychopathic Hospital, Winnipeg, Man. 


5. Canadian Heart Association (Tuesday, June 16). 
Secretary: Dr. John Keith, Hospital for Sick Children, 
555 University Ave., Toronto, Ont. 

6. Canadian Rheumatism Association (Monday and 
Tuesday, June 15 and eee Secretary: Dr. T. E. Hunt, 
P.O. Box 277, Regina, Sask. 

7. Canadian Medical Protective Association (10.30 
a.m.-12.15 p.m., Thursday, June 18). Secretary: Dr. T. 
L. Fisher, 180 Metcalfe St., Ottawa, Ont. 

8. The Federation of Medical Women of Canada will 
meet in Winnpeg, but the dates are still uncertain. 
Secretary: Dr. J. G. Bellamy, 2455-29 Ave. S. W., 
Calgary, Alta. 

9. The Canadian Neurological Society has amended 
its dates and will hold a meeting in Winnipeg, Saturday 
and Sunday, June 20 and 21. Secretary: Dr. Allan 
Walters, Medical Arts Bldg., Toronto, Ont. Local repre- 
sentative: Dr. Gilbert Adamson, Winnipeg Clinic, Winni- 
peg, Man. 





TENTATIVE PROGRAM 
CANADIAN ACADEMY 
OF ALLERGY 


The main part of the program will be a round table 
discussion on Histamine os three internationally known 
authorities. These three authorities are: Dr. Bram Rose 
of McGill University, Montreal; Dr. L. B. Jacques, Pro- 
fessor of Physiology, University of Saskatchewan; Dr. 
C. Code, Mayo Clinic Foundation, Rochester, Minnesota. 

Dr. Jacques will also be reading a paper on “Ana- 
phylaxis”; Dr. Rose will be reading a paper on “ACTH 
and Its Réle in Allergy and Immunology” and Dr. Code 
will be giving a paper on “Histamine.” Dr. R. Mitchell 
of Edinburgh, Scotland, will be giving a paper on 
“Studies on Histamine in Urine”, work that he has been 
doing at the Mayo Clinic. Dr. M. Dudley and Dr. C. H. 
A. Walton of Winnipeg, will be presenting a paper on 
“Pollen and Mould Surveys”. Dr. K. A. Baird of St. John, 
N.B., will be presenting a paper on “Recent Advances in 
Bacterial Allergy” and Dr. T. H. Aaron of Edmonton 
will be presenting a paper on “The Effect of Anti- 
histamines on Smooth Muscle.” 





RENSEIGNEMENTS SUR L'IMPOT 
SUR LE REVENU* 


Les personnes dont le revenu (a) provient d’une entre- 
prise ou d’une profession (autre que la ferme); (b) 
provient de placements; (c) provient, dans une propor- 
tion de plus de 25%, de sources autres que le salaire ou 
les gages, doivent payer l’impét dé, par versements 
partiels faits tous les trois mois pendant l'année courante. 
Chaque paiement doit étre envoyé avec la formule T.7-B 
Individuelle pour paiement par versement. Toute balance 
d’impét entraine intérét et le paiement doit étre envoyé 
avec la formule T-1 Générale qui doit étre remplie le 
ou avant le 30 avril de l'année suivante. 

Les médecins qui paient des salaries ou des gages a 
leurs employés et assistants, doivent en déduire les im- 
pots déduisibles, ceci selon les tables que lon peut 
obtenir des bureaux de district de l’impét sur le revenu. 
Ces montants déduits, pour chaque mois, doivent étre 
envoyés au bureau local de l'impét sur le revenu avant 
le 15 du mois suivant, accompagnés d’une formule de 
remise T.D. 7A. 


*The French translation of what appeared in our February 
issue. 
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Le tableau suivant indique les retours prescrits: 
A. Les médecins recevant des salaires INFERIEURS aux 
%4 de leur revenu: 
Date due: 


81 mars 
30 avril 


Formules a employer 


T. 7-B Individuelle 

T. 1- Générale 
(Note: Seuls les médecins 
dont le revenu provient en 
totalité des salaires peu- 
vent employer la formule 
T. 1 Courte. ) 

T. 7-B Individuelle 

30 septembre T. 7-B Individuelle 

31 décembre T. 7-B Individuelle 


B. Les médecins recevant des salaires équivalant aux %4 
ou plus de leur revenu: 

Date due: Formules a employer 

30 avril T. 1- Générale 
(Note: Les médecins dont 
le revenu provient en 
totalité de salaires peu- 
vent employer la formule 
T. 1- Courte. ) 


Toutes les fois que le statut kgal est changé,* em- 
ployer T. D-1. 
C. Les médecins qui ont des salariés. 


Date due: Formules a employer 


le 15 de chaque mois’ T.D. 7 A 
le 28 février T.4 Sommaire et Suppleé- 
mentaire. 


30 juin 


Paiements de limpét fédéral sur le revenu concernant 
les membres de la profession médicale. 

Pour aider la profession médicale et pour amener une 
plus grande uniformité dans les rapports annuels d’impét 
sur le revenu a étre faits 4 la Division des taxes du Dé- 
partement du revenu national, les points suivants ont été 
décidés: 

Revenu.—(1) Le médecin doit faire un dossier exact 
des revenus pergus, tant de ceux qui proviennent de sa 
profession que de ceux qui lui viennent de ses place- 
ments. Le dossier doit étre clair et la comparaison entre 
ce dossier et le rapport envoyé devra étre facilement 
faisable. Pour ce dossier on peut employer des cartes ou 
des livres 4 cet effet. 

Dépenses.—(2) Sous la rubrique des dépenses, les 
rapports suivants doivent étre faits et le deen doit 
étre complété par les piéces justificatives pour fins de 
vérification: 

(a) Approvisionnements médicaux chirurgicaux et 
autres salle: 

(b) Aide de bureau, garde-malade, servante et secré- 
taire; buanderie et primes d’assurance pour responsa- 
bilité professionelle (On doit tenir compte du fait que 
l’Acte de l’impét sur le revenu ne permet pas de dé- 
duire le salaire payé par un mari a sa femme et vice 
versa. Un tel montant si payé, devra étre rajouté au 
revenu); 

(c) Dépenses téléphoniques; 

(d) Honeraires des assistants; les noms et adresses des 
assistants 4 qui l’on paie des honoraires doivent étre 
donnés. L’information doit étre donnée chaque année 
sur des formules T. 4 d’impét sur le revenu, que I’on peut 
obtenir au bureau de district de l’impét sur le revenu; 

(e) Le loyer payé: Le nom et l’adresse du proprié- 
taire (de préférence) eu de l’agent s’occupant des pré- 
mices doivent étre donnés (voir i); 

(£) Frais de poste, de librairie et d’imprimerie; 

(g) Dépréciation; une description de la facon de 
calculer la dépréciation se trouve dans le paragraphe XI, 
en page 4 de la formule de retour d’impét sur le revenu 
T. 1 Générale. . 

La facgon de déterminer la dépréciation en regard de 
Yimpét est la méme que celle de l’an dernier et l’on ne 
devrait pas avoir de difficulté si l’on a gardé copie du 
rapport de I’an dernier. Rapportez simplement la balance 


*Tel que: Nouvel employeur, état civil, dependants. 
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qui reste pour chaque catégorie aprés avoir soustrait la 
réduction de I’an dernier. Ajoutez 4 ce montant, le coat 
de tout nouvel équipement acheté, et retranchez toute 
vente de propriété dans chaque catégorie. Le taux que 
vous désirez employer, tout en n’excédant pas le taux 
maximum, (voir ci-dessous) est rapporté 4 cette nouvelle 
balance pour chaque catégorie afin d’obtenir la dépré- 
ciation que vous pouvez réclamer cette année. 

Les taux maxima les plus en usage chez les médecins 


pour les différentes catégories d’équipement sont les 
suivants: 





Dépréciation 
annuelle 
Catégorie maxima 


Item principal 


Equipment médical 
(a) Instruments valant plus de 
$50. chacun et appareils 


médicaux de tous types .... 8 20% 
(b) Instruments de moins de 

SOO CROOU iss ccee ess 12 100% 
Ameublement de bureau et 

a 8 20% 
Anasianatille Vet AA hata baw 10 30% 
Propriété (Lorsque servant tant 

a habitation qu’au 

I ieee fei 5 3 5% 





Les instruments valant moins de $50 chacun ap- 
partiennent a la catégorie 12 et ont un taux de dé- 
préciation maximum de 100%. On ne doit pas les inclure 
dans les dépenses mais on doit les rapporter comme ad- 
ditions dans la colonne 3 du rapport. 


Lorsqu’un médecin exerce sa profession dans un édi- 


. fice qui lui appartient et dans lequel il demeure, I’alloca- 


tion pour dépréciation peut-étre réclamée sur une partie 
du cotit de i propriété, le coat du terrain était exclu. 
Par example, si la propriété cotite $12,000, et qu’un tiers 
de l’espace est employé pour le bureau, le médecin 
estimerait 4 $4,000 fa partie affaire de la propriété et y 
F Aey le taux de dépréciation maximum de 5% 
dans la premiére année. 


Pour plus ample information sur ce sujet on peut con- 
férer aux réglements, ou on peut consulter un bureau de 
district de l'impét sur le revenu. 


(h) Dépense d’automobile; (une voiture.) Ceci com- 
prenda le coat de la licence, lhuile, l’essence, le grais- 
sage, l’assurance, les charges de garage et les réparations. 
La dépréciation sur le coat de l’automobile n’est ap- 
plicable au’A la voiture qui est employée pour fins pro- 
fessionnelles, elle ne s’applique pas aux voitures servant 
a des fins personnelles. Seule, la portion des dépenses 
encourues pour gagner le revenu par la profession peut- 
étre considérée comme dépense; et si sensuit que des 
dépenses totales l’on doit enlever la partie qui provient 
de l’usage personnel. Le taux pour la distance parcourue 
alloué dans les années précédant 1950, ne peut plus 
~ anenee pour faire l’estimé des dépenses d’auto- 
mobile. 


(i) Dépenses proportionnelles des médecins ayant 
bureau dans leur résidence: (a) Propriété du médecin: 
lorsqu’un médecin exerce sa profession dans une maison 
qui lui appartient et qu'il y demeure en méme temps, 
une allocation proportionnée des dépenses de la maison 
sera faite pour létude, le laboratoire le bureau et la 
salle d’attente; elle sera basée sur l’espace occupé par 
ceux-ci dans la résidence. Les dépenses comprennent les 
taxes, l’éclairage, le chauffage, les assurances, les répara-. 
tion, enfin l’allocation sur le coat de la propriété et 
lintérét sur les hypothéques. (Le nom et l’adresse du 
créancier hypothécaire doivent étre donnés). (b) Loué par 
le médecin: Seuls le loyer et autres dépenses encourues 
par le médecin tel que chauffage et éclairage seront 
considérés en autant que le propriétaire verra aux autres 
dépenses. 
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Les allocations sus-mentionnées ne dépasseront pas le 
tiers des dépenses totales de la maison ou du loyer a 
moins que l’on ne prouve qu'une proportion plus grande 
que le tiers de la maison est employée pour fins pro- 
fessionnelles. 

(j) Dépenses diverses (non autrement classifiées).—Les 
dépenses inscrites sous cette rubrique doivent étre 
vérifiables et doivent étre appuyées par des piéces justi- 
ficatives. 


Il est prévu dans l’Acte de Vimpét sur le revenu 
que les dons faits 4 des organisations de charité jusqu’a 
concurrence de 10% du revenu net seront déduits a 
condition que les recus soient produits au bureau de 
Pimpét sur le revenu. 


Les redevances annuelles payés 4 des corps gouver- 
nants conférant le droit de pratique médicale, de méme 
que les charges d’associations devront étre inscrites sur 
le rapport et seront acceptées. Les frais d’inscription de 
méme que le coiit des cours post-scolaires.ne seront pas 
acceptés. 

(k) Redevances: Les montants d’intérét payés sur de 
l’‘argent emprunté sur des valeurs mises en gages sous 
forme de garanties collatérales ne peuvent étre déduits 
que du revenu provernant des placements, et non pas 
du revenu professionel. 


(l) La taxe d’affaire peut-étre considérée comme une 
dépense, mais non pas les impéts sur le revenu fédéral, 
provincial ou municipal. 


Dépenses de Convention: 


Depuis le ler janvier 1948, les dépenses raisonnables 
encourues par les membres de la profession médicale 
pour assistance aux conventions médicales suivantes 
pourront étre déduites du revenu provenant de la 
pratique professionnelle pour fins d’impét: (1) Une 
convetion de l’Association médicale canadienne par an- 
née. (2) Une convention d’une association médicale 
provinciale ou d’une division provinciale de l’Association 
médicale canadienne par année. (3) Une convention 
d'une Société sstdioale ou d'une association de spé- 
cialistes au Canada ou aux Etats-Unis par année. 


Les dépenses a soustraire devront étre raisonnables et 
devront étre confirmées; i.e., le payeur doit exposes (1) 
les dates de la convention, (2) le nombre de jours de 
présence, avec un certificat d’assistance émis par le 
comité d’organisation des scéances comme preuve 4a 
lappui, (3) les dépenses encourues détaillées ainsi (a) 
dépenses de transport, (b) repas et (c) dépenses 
d’hétel pour lesquelles on gardera les recus pour vérifi- 
cation. Aucune de ces dépenses ne pourra étre soustraite 
du revenu provenant de salaire attendu que de telles 
soustractions sont expressément dépendues par statut. 
Les professionnels sous contrat de ire. 


Les contributions annuelles des employés 4 un plan de 
pension approuvé et les paiements de pensions alimen- 
taires peuvent étre soustraits du revenu provenant du 
salaire. 


Des amendements a l’Acte de l’Impét sur le revenu 
faits en 1951 et rétroactifs au début de l’année fiscale 
1951, prévoient la soustraction de certaines dépenses du 
revenu par le salaire. 


Les dépenses allouées comprennent les dépenses de 
voyage, les redevances annuelles de sociétés profession- 
elles, le loyer du bureau, le salaire payé 4 un assistant ou 
substitut et les fournitures emplo lee directement au 
cours de l’accomplissement des Chitestions de l’emploi. 


La redevance annuelle de la société médicale pro- 
vinciale, sera soustraite si elle est payée par le médecin 
lui-méme. 


Certains conditions sont inhérentes 4 la permission de 
soustraire les dépenses; les points principaux sont les 
suivants: (a) Les dépenses doivent avoir été faites au 
cours de l’accomplissement des devoirs de l'emploi. (b) 
L’employé doit, de par son contrat, avoir 4 payer les 
dépenses. (c) Les dépenses de verses ne pourront étre 
soustraites que si l’employé doit d’ordinaire remplir les 
devoirs de son emploi en dehors de la place d’affaire de 
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son employeur. Les frais de déplacement entre la rési- 
dence du médecin et son bureau ne peuvent étre 
soustraits. 

Quand les dépenses de voyage peuvent étre déduites 
de par ces réglements, on peut réclamer la dépréciation 
de i voiture que l’on emploi pour cela, mais aucune 
autre réclamation pour dépréciation ne peut étre faite. 
Revenu provenant d’uné société. 

Les dépenses additionnelles encourues par un associé, 
en autant qu’elles ne sont pas chargées a la société, 
peuvent étre soustraites de la part du revenu de cet 
associé. Toutefois, lassocié doit pouvoir expliquer ces 
dépenses, la raison pour laquelle elles ne furent pas 
chargées au compte des revenus de la société et démon- 
trer qu elles avaient 4 étre faites pour gagner les revenus 
de la société. 





MEDICAL SOCIETIES 


CANADIAN 
OPHTHALMOLOGICAL SOCIETY 


At the recent Fifteenth Annual Meeting of the 
Canadian Cpiubecionea! Society the following officers 
were elected: President, Dr. Kenneth B. Johmston, Mon- 
treal, Que.; Vice-president, Dr. Mark Robert Marshal, 
Edmonton, Alta.; Secretary, Dr. R. G. C. Kelly, Toronto, 
Ont.; Treasurer, Dr. J. V. V. Nicholls, Montreal, Que. 

The 1953 meeting will be held at Minaki Lodge, 
Minaki, Ontario on June 14 to 16. 





AESCULAPIAN SOCIETY OF 
QUEEN'S UNIVERSITY 


At their meeting of January 9, 1953, The A®sculapian 
Society of Queen’s University was honoured by the 
presence of Dr. Wilder Penfield, O.M., as guest speaker. 
The topic of his talk was “Mechanisms of Voluntary 
Movements”. Dr. Penfield is the first person im the history 
of the A®sculapian Society to be ested an honorary 
member. He was presented with an A®sculapian lapel 
pin by President Appleby on this occasion. On the follow- 
ing day, by arrangement with Dr. Denis White, Assist- 
ant Professor of Medicine, Dr. Penfield attended the 
Grand Rounds with the students covering neurological 
and neurosurgical problems at the Kingston General 
Hospital. 





PRINCE ALBERT AND DISTRICT 
MEDICAL SOCIETY 


The Prince Albert and District Medical Society held 
their first meeting of the year on January 5. Miss Lola 
Wilson, Registrar of the Saskatchewan Registered Nurses 
Association, outlined the plans of the recently adopted 
scheme for the contialiael lecture program for nursing 
students which has been instituted in Saskatchewan. 
Under this plan each school of nursing will recruit its 
own students with preliminary teaching being initiated 
at two central schools, one at Regina College and one 
at the University of Saskatchewan in Saskatoon. The 
students will start their training at these places; the first 
classes being organized will start their training this 
spring. A Director has been appointed for each of the 
two established centres with a Co-ordinator stationed 
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at the university in Saskatoon to oversee the general pro- 
gram. 

In agreeing to participate, the hospitals conducting 
schools of nursing are committing themselves to the 
establishment of a cost accounting system to help 
establish the costs of nursing training. With the introduc- 
tion of this new attitude to nursing education it is 
planned to provide sound and adequate instruction for 
the students in the basic sciences and to extend this into 
the schools of nursing through the use of a travelling 
instructor. It is further hoped that nursing education 
will become recognized in the realm of education with 
the service factor only present to the degree required to 
provide an opportunity to acquire the necessary skills 
and techniques. 

Subsequent to Miss Wilson’s talk, the balance of the 
meeting was spent discussing the projected plans for 
the annual convention to be held in Waskesiu, August 
25, 26, 27 and 28. It is evident that very active com- 
mittees have been appointed to look after the arrange- 
ments and this, coupled with an ideal location such as 
Waskesiu presents, should lead to a very successful 
meeting. 





CORRESPONDENCE 


REQUEST FOR REPRINTS 
CONCERNING STRESS AND 
THE ADAPTIVE HORMONES 


[This appeal for the collection of data in the 
field of “stress problems” seems a very natural 
plan for effective assistance in a rapidly de- 
veloping field of research.—Eprror. | 


To the Editor: 


In perusing the current literature with which this 
journal is concerned, we note that an ever increasing 
number of its articles deals with problems pertaining to 
research on “stress” and the so-called “adaptive hor- 
mones” (ACTH, STH, corticoids, adrenergic substances, 
etc.). 

We are writing you because, in our opinion, the suc- 
cess of research in this complex and rapidly developin 
field largely depends upon the prompt availability an 
evaluation of relevant publications, a task for which 
we should like to solicit the assistance of your readers. 

In 1950, our Institute has initiated the publication of 
a series of reference volumes entitled “Annual Reports 
on Stress” (Acta Medical Publishers, Montreal) in which 
the entire current world literature is surveyed every year 
(usually between 2,000 and 4,000 publications). Up to 
now, we had to compile the pertinent literature partly 
from medical periodicals, monographs, abstract journals 
and partly from reprints sent to us by the authors them- 
selves. Of all these, reprints proved to be the best source 
of data which we felt deserved prompt attention in our 
annual reports. Hence, in the past, we have sent out 
several thousand individual. reprint requests to authors 
of whom we knew that they are currently engaged in 
research on stress and allied topics. Even this procedure 
did not give us the wide coverage which would be 
desirable, because it is materially impossible to contact 
all these authors individually and it often takes too much 
time to get the requested reprints. 

It is evident that in order to insure prompt inclusion 
of publications in the annual reports, these surveys 
must develop into a co-operative effort between the 
authors of original papers and the reviewers. This co- 
operation was greatly enhanced of late by the pub- 
lication of announcements, in several medical journals, 
encouraging investigators interested in stress research to 
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send us their reprints for this purpose as soon as they 
become available. 

We should be grateful if by the publication of this 
note, you would also bring this problem to the attention 


of your readers, 
Université de Montréal. Hans SELYE, 
ALEXANDER HORAVA 





HYPODERMIC INJECTIONS 
To the Editor: 


A recent note in the November issue of the Journal 
(p. 471), “Technique for Painless Hypodermic Injection” 
by W. J. McCordick is interesting to me. 

Practically all training schools for nurses teach the 
most painful technique for hypodermic injection that 
could be thought of. Pinch up the skin between the 
thumb and index finger and then push the needle 
through, usually slowly. The skin is dass thickened by 
the pinch and any sensory nerves are bunched up and 
the whole procedure must be painful. The following 
method will reduce discomfort completely in my ex- 
perience although it is difficult to persuade nursing in- 
structresses that anything but the method in use for 
50 years is satisfactory. 

The index finger of the left hand is dipped in alcohol 
or whatever is used for sterilizing the area and pressed 
firmly on the skin until it is blanched and then the skin 
is stretched between the finger and thumb, thus thinning 
it, and the needle quickly plunged through this area. 

If this method is followed there will be no sensation. 

F. B. BowMAN 


[Dr. Bowman makes a good point, but we do not 
feel that training schools for nurses deserve such a severe 
castigation.—EpIror. | 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our our correspondent) 


BRIGHTER HospiraLs 


“The Reception and Welfare of In-Patients in Hos- 
pitals” is the title of a report which has recently been 
presented to the Minister of Health by his Central Health 
Services Council. Although there is little new in it—the 
Report itself states that “almost all our recommendations 
have already been put into practice at one or more hos- 
pitals”—it provides a useful survey of how the lot of the 
patient can be improved. Great insistence is laid upon 
the vital importance of voluntary service: “We have no 
doubt that voluntary service has a permanent and im- 
portant place in National Health Service hospitals”. 

The whole gamut of hospital organization is covered, 
so far as it concerns the welfare and comfort of the 
patient, and only one or two of the items can be 
selected for mention here. On the subject of visiting 
hours it is concluded that “short and frequent visiting- 
periods are most satisfactory”. though in rural areas, 
where visitors may have relatively long distances to 
travel, the visiting periods should perhaps be longer and 
fewer. Child visitors should be encouraged unless there 
is some good reason to the contrary, e.g., in infectious 
disease hospitals: “Parents will naturally wish to see their 
children and preserve contact with them”. Daily visiting 
in children’s hospitals is encouraged. Radio by earphone 
or pillow-phone is’ advocated, but loudspeakers and 
television are frowned upon, except possibly in long-stay 
hospitals. An appeal is made for brighter designs and 
furniture in hospital wards and there is a strong recom- 
mendation that “the redecoration of wards should not 
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be a matter solely for the maintenance staff’. On the 
subject of meals, an appeal is made for more variety, 
attention to serving, and punctuality. Attention is also 
drawn to the problem of noise. “Noise is created by 
badly-designed equipment and by careless handling; the 
banging of doors and lift-gates (doors fitted to shut 
silently are rare); heavy shoes worn by the staff; 
chattering groups of people in corridors and other types 
of thoughtlessness”’. 


New REsEARCH LABORATORIES 


A new research block has just been opened at the 
Central Public Health Laboratory at Colindale in North 
London. This laboratory, which was opened in 1946, 
is the central technical establishment of the Public 
Health Laboratory Service which was originally set up 
as a wartime measure for the 1939-45 war and has now 
developed into an integral part of the Nationai Health 
Service. In addition to Colindale, the Service now has 
several regional laboratories and 46 area laboratories 
scattered throughout the country. The Service is directed 
by the Medical Research Council for the Ministry of 
Health. The new building, which was begun in 1950, is a 
tour-floor block and contains some 60 working labora- 
tories. The top floor houses the virus reference laboratory. 
On the next floor is the air hygiene laboratory which in- 
cludes the streptococcal laboratory and, the staphy- 
lococcal laboratory. The first floor is divided between 
the salmonella reference laboratory, the food hygiene 
laboratory and the dysentery reference laboratory, whilst. 
the ground floor houses the epidemiological research 
unit. These sections, together with the standards labora- 
tory for serological reagents, the central enteric reference 
laboratory and bureau, and the national collection of 
type cultures, which are housed in the older buildings 
on the site, now make Colindale one of the most im- 
portant public health research centres in the world, and 
one of which London has every reason to be justly 
proud. 


TOLL OF THE Foc 


The phenomenally dense and persistent fog which en-- 
shrouded London in a repulsive blanket for five days 
from December 5 to 9 has produced a mortality bill of 
unpleasantly high proportions. A report just presented to 
the London County Council shows that deaths registered 
in the County of London from all causes during the 
week ended December 13 totalled 2,484, compared with 
945 for the previous week. For each million inhabitants 
the rate of %excess of deaths over normal” was 445. This 
was 202 greater than the comparable death rate a week 
after the. great fog of December 1873 and 19 greater 
than at the height of the cholera epidemic in 1866. 

The sudden increase in deaths during the week of the 
fog affected all age groups, but was most marked in 
children aged 4 weeks to one year and in adults aged 
over 55 years, among whom there was a three-fold in- 
crease in the number of deaths that could be expected 
from the figures for the previous three weeks. The in- 
crease in deaths was associated almost entirely with 
respiratory and cardiac disorders. Compared with the 
weekly average for the three previous weeks, there were 
ten times as many deaths from bronchitis, seven times 
as many from influenza, nearly five times as many from 
pneumonia, four and a half times as many from pulmo- 
nary tuberculosis, and nearly six times as many from 
other respiratory diseases. From disorders of the cardio- 
vascular system there were nearly three times as many 
deaths. 


The morbidity figures tell the same story. Thus, dur- 


ing the week ended December 13 the number of acute 
cases admitted to London oes under the Emergency 
Bed Service was 2,019. The highest previous figure was 


1,169 during the influenza epidemic in January 1951. 
This increase was almost entirely confined to respiratory 
disease which was quadrupled, and occurred mainly in 
those under 5, and over 45, years of age. 

London, February, 1953. 


WiLutiaM A. R, THOMSON 
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DR. FREDERICK H. C. BAUGH, aged 66, tormer 
medical superintendent of Homewood Sanitarium, 
Guelph, Ont., died on January 7. Born in Kinrae, Sask., 
he attended Queen’s University where he received an 
arts degree in 1920. Two years later he received a degree 
in medicine. While at Queen’s his studies were inter- 
rupted by the First World War when he enlisted and 
served in France with the — University Hospital. 
On receiving his doctor’s degree in 1922 Dr. Baugh 
joined the Ontario Department of Health. He served at 
Kingston and Brockville. In 1926 he joined Homewood 
Sanitarium and became superintendent in 1942. He 
leaves his widow and one son, Charles, of Queen’s 
University. 


Dr. ARNOLD BERNSTEIN 
AN APPRECIATION 


On December 26 last, Dr. Bernstein died suddenly at 
his home in Montreal at the age of 55. At the time of 
his death he was associate radiologist at the Queen 
Elizabeth hospital. Dr. Bernstein was a citizen of two 
worlds. In the Old World he graduated from the Uni- 
versity of Koenigsberg in 1921. After interning, he 
studied radiology in Berlin under Professor Frick. In 
1924 he went to the City Hospital of Danzig where he 
= the department of radiology of which he became 
chief. 

He was one of those who contributed to the develop- 
ment of radiology in Europe. His agile mind, the acute- 
ness of his perception, his love of craftsmanship, fitted 
him to play a part in the growth of a science from the 
time of its vigorous youth. He published 18 original 
papers and two others in collaboration with Professor 
Heinrich Klose in addition to providing stimulation for 
the research work of his assistants. This was the happy’ 
time. His family, his work, travel, the cafés and theatres 
of Europe, the maturing of old friendships and the 
formation of new ones, gave him a full and varied life. 
With the rise of Hitler and his purulent régime the 
clouds began to gather over the Free City of Danzig. In 
1939 Dr. Bernstein became a refugee and came to the 
New World with his family. He settled in London, Ont., 
and after some years there he left to take his position in 
Montreal. 

Dr. Bernstein had a personality which was distinctive.- 
He had the integrity of a scientist and the temperament 
of an artist. In radiology his particular interests were: 
duodenal ulcer, floating gallstones, and selective broncho- 
graphy with water-soluble substances. In these subjects, 
as in other branches of radiology, he was exacting, in- 
genious, and learned. No doubt his enthusiasm for his: 
work was largely due to his belief that some part of 
every subject would always be undiscovered territory 
and he had a zest for exploration. From the time of his 
youth he cultivated those interests which take the sting 
out of life. Music was his companion. As a violinist in 
his own right he was a member of two symphony 
orchestras, in Danzig and in London, Ont. He was fond 
of reading musical scores, especially those of Beethoven, 
the way one reads a newspaper. His sense of humour,. 
his preoccupation with books, ideas, paintings, made 
his personality stimulating and unforgettable. Although, 
through illness, he was tired for about 12 years before: 
his death, he never compromised on matters of scientific 
principle; he never lost interest; he never failed to 
participate in the sorrows and the joys of his family and 
of his friends. G. R. Howee. 


DR. JOHN W. BROOKE, aged 62, died on January 13 
at Sunnybrook Hospital, Toronto. Since 1920 he had 
served as coroner for both the City of Toronto and York 
County. Latterly Dr. Brooke had specialized in medico- 
legal work. He was a member of the original staff of 
Toronto East General Hospital, and had been on the 
ontpnints staff of the Toronto General and the associate 
staff of the Toronto Western Hospital. Dr. Brooke was 
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born in Oshawa. Following his graduation in medicine 
from University of Toronto, he enlisted in the First 
World War. He served in Russia and Japan with the 
C.A.M.C. During the Second World War he was with 
the R.C.A.M.C. in Canada. He established a practice in 
Toronto shortly after the First World War. He leaves 
his widow and two sons. 


DR. GEORGE HASTINGS COX, of New Glasgow, N.S., 
died on January 6. He had never formally retired from 
his practice but allowed it to taper off in recent years. 
In his active years he specialized in eye and ear work. 
Born in Shelburne in 1871, he went to Dalhousie in 1887 
and received his B.A. in ’91. That fall he entered the 
New York Medical School; he took a year out to assist 
a Shelburne doctor and returned to graduate in 1895. 
He practised in Shelburne and district for a short period 
and then returned to take postgraduate work at New 
York, becoming an assistant professor at the same time. 
He became chief of clinic in the eye department of the 
postgraduate college and had his own eye clinic but he 
preferred to return to Nova Scotia. “Searching for prac- 
tice,” he came to New Glasgow, liked it and stayed. 
That was in the spring of 97 when he was 26. Interested 
in historical matters—he was a member of the Nova 
Scotia Historical Society which published some of his 
papers. Surviving are three daughters. 


DR. JAMES C. FARISH, aged 87, of Vancouver, B.C., 
died on November 28, 1952. He was the son of a doctor, 
Henry Farish, of Liverpool, N.S., and a descendant of 
one of the oldest medical families in Canada. Dr. Farish 
came to New Westminster in 1898, after six years of 
medical work in Liverpool and Lynn, Mass. He had 
graduated from King’s College and the University of 
Pennsylvania and had done postgraduate work at Dublin, 
London, and Vienna. In New Westminster he took a 
osition as ship’s doctor on the S.S. Tartar, sailing to 
ct After study in eye, ear, nose and throat tech- 
niques at Chicago, he returned to Vancouver in 1901 
oul established the practice he maintained until 1941. 
He became a consultant to the General Hospital in 1902 
and was still an honorary staff member until this year. 
Dr. Farish was well known for his hobbies. He was an 
active member of the Connaught Skating Club well into 
his 70s. He exhibited his fine woodwork in local shows 
and was an ardent tennis player and horseman. His 
widow survives him, along with two doctor sons—Dr. 
H. G. Farish, Sudbury, Pa., U.S.A.; and Dr. J. R. Farish, 
Vancouver. 


DR. ALVAH HOVEY GORDON died in Montreal on 
January 22, following a coronary occlusion. Born in 
Prince Edward Island in 1876 he was educated at the 
Prince of Wales College, Charlottetown, and at McGill 
University, where he graduated in medicine as a gold 
medallist in 1899. He interned at the Montreal General 
Hospital before practising at Ladysmith, B.C. He re- 
turned to Montreal in 1902 and began his teaching at 
the M.G.H. and McGill in the departments of medicine 
and physiology. He became associate professor of medi- 
cine at McGill University in 1924 cod full professor in 
1936, and then chairman of the department of medicine 
* = Montreal General Hospital, retiring from this in 

He was awarded three honorary degrees; a D.C.L. 
from Acadia University in 1937; an LL.D. from McGill 
in 1942, and an LL.D. from McMaster University in 
1947. He also highly prized his attaining the presidency 
of the American Clinical and Climatological Association. 
Later he was also elected to the presidency of the Asso- 
ciation of American Physicians. But probably what gave 
him more pleasure than all these was his being invited 
by the late Dr. Henry Christian to be the visiting phy- 
sician for one week at the Peter Bent Brigham Hospital. 

In addition to his professional work Dr. Gordon took 
a keen interest in the activities of the First Baptist 
Church in Montreal. For nearly 40 years he was super- 
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intendent of its Sunday School. A widower, he is sur- 
vived by two sons and a daughter. 


AN APPRECIATION 


Many men will remember Dr. Gordon, for many things 
—his quickness of mind, his energy, his brilliance as a 
teacher, his extraordinary memory for names and faces, 
his hgnesty. But I believe that now at the time of his 
death many, many more will remember him as a phy- 
sician. For in his time he had a great multitude of pa- 
tients, poor and otherwise. And it was as he showed 
himself to them that, I think, he would like best to be 
remembered. 

In spite of his rich mental endowments, his interests 
were not wide as one speaks of men with many interests. 
Outside of medical literature, he did not read widely. 
But like Austin Dobson’s “Gentleman of the Old School,” 


He liked “The Sermon on The Mount” 
And more, he read it. 


He had a-special attachment to Kipling’s poetry and 
showed the same intense curiosity about ieeees and 
men, as did Kipling, with something of the same direct 
finality of expression. So it was that his life was given to 
his patients. 

Brilliant as he was in the bedside clinic, and at his 
best few equalled him in this, I think that one learned 
more from merely following him around the public 
wards and watching him deal with the patients. 

Then it was that one appreciated his never-to-be- 
satisfied curiosity, his capacity to see something which 
others had missed, and missed often because the case 
might be one of no apparent interest. 

Curiously enough, he had no aphorisms, as many great 
teachers often have. His whole manner was an aphorism 
of diligence, acute observation and kindness. No detail 
escaped him, but he never allowed details to confuse 
him. Every quality of the best medical writing can be 
found in the account he wrote of his own attack of 
typhoid fever (“Typhoid Fever From The Inside”), and 
in his “Treatment of Typhoid Fever” written somewhat 
later. Not only is detail marshalled convincingly, but we 
are provided with one of those rare and most desirable 
instances of disease being described at first hand by a 
first class mind, and in a style which is unmistakably 
the reflection of an unusual personality. He always had 
allusions or quotations which sharpened and freshened 
what he wrote. And he never forgot the patient. Perhaps 
one of his best known papers was “The Patient as a 
Person”: it ends thus: 


“There are many rewards in the practice of Medi- 
cine, some are material and some are not, but the 
greatest which will come to us will be the gratitude 
we receive because at some time, somewhere, we 
have treated a patient as a person.” 


Dr. Gerdon was a hard man to convince in an argu- 
ment, for he was tenacious of his views and most re- 
sourceful in debate. But a sudden joke or pun would 
double him up almost like a physical blow, and then 
he would recover and immediately cap it with another. 

He loved fishing and an afternoon with him on the 
lake ef his fishing club was truly a pleasant experience. 
And yet he would never fish on a Sunday. He would 
not criticize anyone else for doing so but would simply 
say he never had done it and that was all. 

With all his lightness of manner, his love of fun, his 
enjoyment of life, he had a deeply religious mind, and 
one was never long in finding out that his principles of 
right and wrong were clear cut and unshakeable. 

The Montreal General Hospital, McGill University and 
Montreal have lost a good man in Dr. Gordon. 


H. E. M. [Reprinted from Montreal Star] 


DR. J. A. GRAHAM, aged 86, died in Vancouver on 
January 7. Born in Ontario, Dr. Graham graduated in 


medicine from the University of Manitoba in 1899 and 
came to practice in Regina in 1900. While in Regina he 
acted as physician to the R.C.M.P. and the Canadian 
Pacific Railway employees as well as carrying on a 
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private practice. He went to Victoria, B.C., in 1911 but 
in 1915 returned to Saskatchewan and practiced at Blad- 
worth, Colgate and Briercrest before his retirement in 
1938. He then moved to Vancouver. He is survived by 
his widow, one son, Dr. H. M. Graham, and three 
daughters. 


DR. FRANK W. HUGHES, aged 87, of London, Ont., 
died at Victoria Hospital on January 9. Dr. Hughes, who 
was born in IIderton, Ont., graduated in medicine from 
the University of Western Ontario in 1894. He had been 
a physician in London since 1909. He retired a year ago. 


DR. ALEXANDER NELSON INGLIS, surgeon attached 
to St. Mary’s Hospital, Montreal died at the hospital on 
December 28, 1952, after a short illness. He was 40. 
Born in Edmonton, he obtained his medical degree at 
University of Alberta in 1937, interned at the Mon- 
treal General Hospital and practised for a short time in 
Vancouver before going overseas with the R.C.A.M.C. 
He took part in the Dieppe raid and while overseas took 
postgraduate work at Edinburgh. After he returned to 
Canada he practised in Montreal, specializing in surgery. 
He leaves his widow and two daughters. 


Le DR LOUIS-JOSEPH, LEMIEUX, qui fut shérif de 
Montréal de 1910 a 1925 et agent général de la pro- 
vince de Québec en Grande-Bretagne pendant 11 ans, est 
décédé le 10 décembre, a la suite d’une bréve maladie. 
Il était 4gé de 83 ans. Né a Montréal en 1869, il recevait 
son diplbme de médecine de Laval, 4 Québec, aprés des 
études secondaires au Collége Ste-Marie, et allait se 
spécialiser 4 Paris, France. 

Il alla pratiquer aux Etats-Unis pendant deux ans, 
aprés quoi il revint 4 Montréal en 1896 pour devenir 
médecin consultant pour le Pacifique Canadien et attaché 


a lhépital Notre-Dame, dont il est demeuré gouverneur 
a vie. 

_ Le Dr Lemieux a été élu député a l’Assemblée législa- 
tive pour le compté de Gaspé en 1904, poste qu’il con- 
serva jusqu’en 1910, date de sa démission pour devenir 
shérif de Montréal. 


Lue survivent sa femme, et une fille. 


DR. JOHN ALEXANDER MacMILLAN, died in Mon- 
treal on February 6 in his 69th year. A veteran of the 
First ,World War, in which he served as consultant in 
ophthalmology to the Canadian Corps overseas, Dr. Mac- 
Millan was long identified with the Royal Victoria Hos- 
pital and McGill University. He rose to become ophthal- 
mologist-in-chief at the Royal Victoria and professor and 
chairman of the department of ophthalmology at McGill. 
He retired from both posts in 1948, having gained many 
honours both in Canada and abroad during a long career. 

Born in Finch, Ont., Dr. MacMillan received his 
schooling there and at Cornwall and then entered McGill 
University, from which he received his M.D., C.M. in 
1906. 

His appointments at the Royal Victoria and McGill 
date from before the First Great War. After the war, 
he returned to Montreal and built up an outstanding 
practice in ophthalmology, as well as , ee tt a great 
teacher and administrator. At both the oie and the 
university he started at the lower level of appointments 
and through his application and ability rose to the high- 
est posts in his specialty. He was a Fellow of the Ameri- 
can College of Surgeons, and was on the council of the 
Association of Research in Ophthalmology for the Uni- 
versity of Iowa. He was consultant in ophthalmology to 
the Physicians Hospital, Plattsburg, N.Y. He was presi- 
dent 1946-47 of the Canadian Ophthalmological Society 
and had served in the same capacity for the Montreal 
Ophthalmological Society, 1936-37. He was also made 
president of the Montreal Medico-Chirurgical Society: in 
1945-46. For four years, 1945-49, he was vice-president 
of the Pan-American Conference of Ophthalmology, and 
was chairman of the council of the American Ophthal- 
oman Society, 1949-50. He is survived by two 
daughters, and three grandchildren. 
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DR. JOSEPH FABIAN MULLINS, aged 42, died in 
Windsor, Ont., on January 11, after suffering a heart 
attack. Dr. Mullins, a general practitioner, opened his 
office in Windsor in May, 1946. He was born in Wal- 
laceburg, graduated from the University of Western 
Ontario Medical School in 1940. He interned at Hotel 
Dieu Hospital in Windsor, then went back to Wallace- 
burg, where he practiced for a year. He enlisted in the 
R.C.A.M.C, and served a total of four years. He is sur- 
vived by his widow, a son, and a daughter. 


DR. JOHN E. PLUNKETT, aged 52, of Ottawa, Ont., 
died in hospital on January 11 following a coronary 
occlusion. He was interested in teaching as well as medi- 
cal practice and was an assistant professor of clinical 
medicine of Queen’s University, Kingston, Ont., teaching 
students who came to the Ottawa Civic Hospitals as 
interns. Since 1945 he had been honorary secretary of 
the Royal College of Physicians and Surgeons of Canada. 
He was also active on the Montreal Medico-Chirurgical 
Association, the New York Academy of Sciences, the 
Ontario Medical Association and the American Heart 
Association. Born in Peterborough, Ont., he graduated 
from the University of Toronto as a pharmacist in 1922 
and in 1930 took his medical degree at Queen’s Uni- 
versity. He studied for three years at the Mayo Clinic in 
Rochester, Minn., before starting a practice here in 1935. 
Surviving are his widow, one daughter, and one son. 


DR. HARRY ALBIN RAWLINGS, recently died from a 
heart attack in Vancouver, B.C. Born in Toronto, he 
graduated in medicine from the University of Toronto. 
For a time he served with the Pension Board in Ottawa. 
About 28 years ago he went to Vancouver as director 
of the Rotary Clinic for Chest Diseases. Later he estab- 
lished a private clinic. He served overseas in the First 
World War with the C.A.M.C. He leaves his widow and 
a daughter. 





ABSTRACTS from current literature 
MEDICINE 


Hiatus Hernia. 


EFF_er, D. B.: Post.-Grap. M. J., 12: 317, 
1952. 


Herniation of the cesophageal hiatus is a common condi- 
tion in patients of middle age, and may produce the 
dyspepsia, heart burn, or “sour stomach” of many 
persons. Hiatus hernia is usually an acquired lesion oc- 
curring in patients of the middle and older age groups. 
There are 3 types: normal cesophagus with pulsion type 
hernia; normal cesophagus with para-cesophageal hernia; 
and short cesophagus with thoracic stomach. The condi- 
tion may be entirely asymptomatic and of ‘no clinical 
significance. Symptoms, may be from mild dyspepsia to 
severe unrelenting distress. There is no correlation be- 
tween size or type of hernia and the symptoms. Typically 
the patient with symptomatic hiatus hernia complains of 
“heart burn” or substernal distress, usually after eating 
and it is aggravated by lying down. Relief follows stand- 
ing up and self-medication with baking soda, crackers 
or milk. The condition may be confused with peptic 
ulcer, gall bladder disease, angina pectoris, and carci- 
noma of the cardiac cesophagus. Complications are: 
massive or occult bleeding with Seenainmeaia or melzna; 
peptic ulcer in the thoracic stomach; volvulus with ob- 
struction; and stricture (with short cesophagus). Treat- 
ment of this structural disease depends upon the indi- 
vidual needs of the patient and his discomfort. 
Permanent reduction is invariably followed by 

ermanent relief of symptoms. Medical therapy is 
limited because of the anatomic features of the disease 
and is limited to those patients with mild and periodic 
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symptoms. When medical therapy fails or if one or more 
complications develop surgical intervention is indicated. 
J. A. Stewart DorrANCE 


A Practical Aid in the Detection of Cardiac 
Hypertrophy. 


Patrrey, F. W.: New ENGLAND J. MEp., 247: 
612, 1952. 


Determination of heart size is the first requirement in 
the physical examination of the heart. Skilful percussion 
should equal the accuracy of fluoroscopy or the 7-foot 
chest film but the art of percussion has largely de- 
teriorated in recent decades. Accurate estimation of 
heart size can be made by use of the stethoscope, which 
is placed over the fifth left cartilage near the sternum 
and moved outward one cm. at a time. A point will be 
reached where there will be a marked lessening of the 
loudness of both sounds and when this occurs a skin 
pencil is used to mark the centre position of the stetho- 
scope. This point will correspond closely to the _left 
border of icon in mid-respiration as determined by 
expert percussion. The entire border of the heart can 
be outlined by this method, which has been shown to 
be remarkably accurate even in hearts having a grossly 
abnormal contour. NorMaAN S. SKINNER 


The Antibiotic Therapy of Tuberculous 
Meningitis. 


RavresBy, L., Caron, G. H. AND GEORGANTAS, 
V. A.: NEw ENGLAND J. MeEp., 246: 883, 1952. 


During the 5 year period 1947-51 a series of 40 children 

‘with tuberculous meningitis were treated with anti- 
biotics at the North Reading State Sanatorium, Mass. As 
the result of this experience the authors feel that anti- 
biotic therapy markedly improves prognosis in tubercul- 
ous meningitis but they stress the high incidence of 
residual permanent damage to the central nervous 
system among the survivors. It is important to start 
treatment early in the course of the disease. Strepto- 
mycin is by as the most important therapeutic agent 
and must be administered both intramuscularly and 
intrathecally. Minimal dosage of streptomycin consists of 
100 mgm. per kilo body weight intramuscularly (never 
in excess a 1.5 gm. daily), along with 50 mgm. intra- 
thecally daily for four doses, then every alternate day. 
The drug is given in six week courses with a ten day 
rest period. Para-aminosalicylic acid in dosage of 0.2 
gm. per kilo body weight daily (orally in divided doses), 
given with the above program and continued for six 
months afterwards, seemed to increase the survival rate. 
Promizole did not appear to offer any added advantage 
in results obtained. 

The prognosis in tuberculous meningitis is much 
worse when active pulmonary disease is present, and it 
is also more serious under the age of two years. Thirty 
of the 40 children in this series survived but 16 of these 
survivors remain disabled from permanent damage to 
the central nervous system. NorMaN S. SKINNER 


SURGERY 


Muscle Tissue Changes in Experimental 
Frostbite. 


‘ 


PrrozyNski, W. J. AND WEBSTER, D. R.: ANN. 
Surc., 136: 993, 1952. 


Rats and rabbits were used to investigate the effect of 
low temperature on muscle tissue. Within two to six 
hours after exposure to severe cold there is extensive de- 
generation of muscle cells. Reconstruction, with the 
infiltration of polymorphs, macrophages and monocytes, 
follows. The injured tissue is finally replaced by con- 
nective tissue. These changes are due to the direct 
action of cold since thrombosis is later. Larger blood 
vessels containing muscle in their walls are more sensi- 
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tive to cold than minute vessels. The lower the tempera- 
ture applied, the shorter the time of exposure to produce 
a standard injury. BurRNS PLEWES 


Some Observations on the Function of the 
Small Intestine after Gastrectomy. 


GLAZEBROOK, A. J. AND WELBOuRN, R. B.: 
Brit. J. Surc., 40: 111, 1952. 


A group of gastrectomized patients were studied using 
an inflatable balloon in the efferent jejunal loop. The 
dumping syndrome was reproduced by inflation of the 
balloon in several. Hypertonic solution in the jejunum 
also caused dumping symptoms. Increased activity of the 
jejunum was noted each time these symptoms occurred. 
Methonium salts, when injected, decreased both the 
symptoms and jejunal hyperactivity. Post gastric steator- 
rhoea was also oe after methonium salts but sometimes 
caused unpleasant side effect. 

It is concluded that the dumping syndrome ( post- 
prandial fullness, weakness, nausea, sweating and palpita- 
tion) is produced by increased motor activity of the 
efferent loop. Burns PLEWES 


Insulin Tumours of the Pancreas. 
Mor ey, J.: Brit. J. Surc., 40: 7, 1952. 


Since Roscoe Graham removed an islet tumour in 1929 
over 200 cases have been reported and 5 cases of benign 
insulin adenoma of the pancreas are reported here. The 
errors in diagnosis in these cases are instructive; epilepsy 
and alcoholic intoxication are common and cerebral 
tumour, hysteria and subdural haematoma were also 
suspected. They occur most often in the 40 to 50 years 
old and are single tumours in 88%. In 10% they are 
malignant but are uncommon. About 75% of the tumours 
are between 1 and 3 cm. in diameter but the size has 
little relationship to the degree of hypoglycaemia. Whip- 
ple’s triad of symptoms are confirmed: nervous attacks 
in the fasting state, low fasting blood sugar, immediate 
relief from ingestion of glucose. The nervous symptoms 
are summarized by “alliteration’s artful aid . . . confu- 
sion, convulsions, coma . . cachinnation”. If these 
symptoms and signs are present and gross hepatic disease 
or pituitary or adrenocortical deficiency can be excluded 
an insulin tumour will be found in all probability; 87% 
of the patients who survived operation have been com- 
pletely and permanently cured. 

It is suggested that the glucose tolerance test should 
be done on the ambulant patient and last 5 hours. 


Burns PLEWES 


The Healing of Aponeurotic Incisions. 


Dovuctas, D. M.: Brir. J. Surc., 40: 79, 1952. 


The lumbar aponeurosis of rabbits was used in an ex- 
periment to evaluate the rate at which incisions in fascia 
healed. 

The curve of healing is exponential and is similar in 
form to skin healing and general body growth. But 
healing is slower in aponeurosis than in skin. At 21 days, 
aponeurotic wounds have reached only 20% of the con- 
trol value. Even at the end of a year most wounds 
are weaker than the parent tissue. It is argued that 
aponeurosis should be repaired by unabsorbable sutures. 

Burns PLEWEsS 


Effect of Direct Anastomosis of Common 
Bile Duct to Duodenum. 


Larce, A.: Arc. Surc., 65: 522, 1952. 


The importance of the sphincter of Oddi is shown when 
widely patent choledochoduodenostomy is performed on 
dogs. Moderate to severe cholangitic with thick purulent 
bile occurred frequently in this experiment. Over half 
the dogs developed oil stones and liver damage was 
often demonstrated. The sphincter of Oddi should be 


preserved when the common duct is reconstructed if it 
Burns PLEWES 


is at all possible. 
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GYNAXCOLOGY AND OBSTETRICS 


Surgical Management of Postpartum 
Hemorrhage with Particular Reference 
to Ligation of Uterine Arteries. 


Waters, E. G.: Am. J. Osst. AND GyNEc., 64: 
1143, 1952. 


In the author’s hands ligation has not failed when at- 
tempted, and no patients have been lost by rejecting 
hysterectomy. It is distinctly advisable to retain the 
uterus if it is capable of functioning normally. Where 
extensive disease and the patient’s age render it useless, 
it is removed. 
There are certain limitations to the procedure of liga- 
tion: (1) when myometrial disease prevents the contrac- 
tions which the local anoxia induces; (2) when the veins 
are mistakenly ligated instead of the arteries, one 
properly placed ligature is needed on each side, not 
several blindly placed; (3) when there are intraluminal 
lacerations involving the cervix; (4) when the uterus 
still contains placental tissue and membranes. The 
uterine artery ligation will not surmount basic ignorance 
and carelessness. It is not offered to eliminate hyster- 
ectomy for certain uterine ruptures, atony with huge 
fibroids, completely obstructive lower segment fibroids, 
nor as a panacea for bad obstetrics. It will overcome 
obdurate uterine atony without sacrificing the uterus. 
Ross MITCHELL 


Incidence and Nature of Puerperal 
Psychiatric States. 


HEMPHILL, RIE.: Brir. M. J., 2: 1232, 1952. 


A psychiatric study of |37,000 women delivered in ma- 
ternity hospitals in Bristol between 1938 and 1948 and 
of 140 cases of puerperal mental illness treated in Bristol 
mental hospitals in about the same period has been made. 
The incidence of mental reactions in the maternity hos- 
pital cases was 1.7 per 1,000 of which 1 per 1,000 re- 
quired to be admitted to the mental hospital. The inci- 
dence of mental illness in the total number of women 
delivered in Bristol (81,000) was 1.4 per 1,000. 

The distribution of different kinds of mental reactions 
has been noted. Apart from mixed schizophrenia and 
other affective and neurotic reactions, there appear to 
be two psychiatric diséase entities, causally related to 
child-bearing-puerperal <lepression and puerperal schizo- 
phrenia. Puerperal schizophrenia, in spite of favourable 
prognostic criteria, is rarely curable. Puerperal depres- 
sion has some characteristics of involutional melancholia. 
In schizophrenic reactions there was a positive family 
history of mental illness in about 25%. There seems to 
be a characteristic pers@nality structure in puerperal de- 
pression. There are grounds for supposing that an en- 
docrine condition is of causal importance in some puer- 
peral psychoses. Psychological stresses, physical illness, 
age, number of pregnancies and multiple births were of 
no significance in the productions of mental reactions. 

Certain problems relating to the etiology, manage- 
ment, and treatment ef puerperal mental illness have 
been considered, and the importance of research into 
the endocrinology of the condition has been emphasized. 

Ross MITCHELL 


PAEDIATRICS 


Neurologic Manifestations of Infectious 
Mononucleosis in Childhood. 


Karpinski, F. E. L.: Pa:pratrrics, 10: 
1952. 


It has become increasingly apparent that infectious mono- 
nucleosis is not necessarily a relatively benign and self- 
limited disease. Of the ~neurological manifestations, 
headache’ and blurred vision are the most common 
complications; less common, are nuchal rigidity, stupor, 
coma, convulsions, and bilateral papilloeedema. The 
cerebrospinal fluid may show a pleocytosis (mononuclear 
cells) and an increase in protein. Fatal cases have shown 
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evidence of cerebral cedema, congestion and mononu- 
clear cell infiltration of the meninges; occasional small 
perivascular hzmorrhages, and mild degenerative 
changes of the brain substance; and perivascular cuffing 
of the brain and meninges. 

Recovery from neurologic manifestations usually occurs 
rapidly. Permanent residual manifestations do occur, 
however. Since infectious mononucleosis is capable of 
affecting the central nervous system with the production 
of a variable clinical picture and alterations in the 
cerebrospinal fluid it should be considered in the 
differential diagnosis of the numerous “idiopathic” en- 
cephalitides and meningitides seen in pediatric practice. 

J. A. StEwart DorraANCE 


Molybdenized Ferrous Sulphate (Mol-Iron) in 
the Treatment of the Anemia of Premature 
Infants. 

TurtLe, A. H. ANpb EtTTexLporrF, J. N.: J. 
Pepiat., 41: 170, 1952. 


Premature infants weighing between 1 and 2 kgm. at 
birth were divided into 3 groups: (1) 15 infants received 
20 mgm. iron daily as molybenized iron (1.0 ml. Mol-Iron 
Liquid, twice daily); (2) 15 infants received 20 mgm. 
iron daily as iron and ammonium citrates; and (3) 10 
infants received no iron therapy and served as controls. 
All infants in this study received 0.6 ml. of an aqueous 
polyvitamin preparation daily beginning on the fifth day 
of life, and all were given powdered milk formula to 
tolerance. Iron therapy was commenced on the fifth day 
of life in groups 1 and 2. The following were measured 
on the first and fifth day of life and thereafter at 10 day 
intervals until the infants attained a body weight of 
2.5 kgm.: haemoglobin, hematocrit, erythrocyte count, 
reticulocyte count, mean corpuscular hemoglobin, and 
daily weight determination. The hemoglobin concentra- 
tion was similar in all groups on the first day of life and 
remained so during the first 25 days of life. After 25 
days the group receiving molybdenized iron developed 
a less severe anemia than the group receiving iron and 
ammonium citrates or the control group. The hzmatocrit 
followed a similar pattern to that of the hemoglobin, 
the statistical difference became significant after the 
twenty-fifth day of life. There was no statistical differ- 
ence of significance of the erythrocyte counts on either 
the 25th or 55th day. At 55 days of age there was signi- 
ficant statistical difference in the reticulocyte counts, yet 
none at 25 days of age. The control group gained an 
average of 19.9 gm. daily, while the treated group 
gained 20.3 gm. daily. There were no instances of 
intolerance to molybdenized iron in the form of Mol-Iron 
Liquid, while 3 infants receiving iron and ammonium 
citrates had to be excluded from the study because they 
developed severe gastro-enteritis which cleared when 
the therapy was discontinued. 

These studies indicate that the administration of iron 
during the period of prematurity is beneficial insofar as 
the anzemia is concerned and that there is some ad- 
vantage to be gained by using molybdenized iron. 

J. A. StEwart DoRRANCE 


THERAPEUTICS 


Ameebiasis, A Review of One Hundred and 

Four Proved Cases. 

KuLLMAN, H. J. aNp BucHMAN, E.: THE MILI- 

TARY SURGEON, 111: 90, 1952. 
Ameebiasis is a disease which many American physicians 
do no often consider in the differential diagnosis of 
various gastro-intestinal central nervous system and 
vasomotor symptoms. Undoubtedly, there is much more 
unrecognized amecebiasis endemic to the United States 
than has been reported, occurring in at least 10% of 
the population. 

The authors studied 104 proved cases with a variety 
of symptoms. The majority were treated with emetine 
hydrochloride, carbarsone, diodoquin and, more recently, 
terramycin, aureomycin, and chloroquine. While usually 
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a single course sufficed to eradicate the protozoa in un- 
complicated infestation, occasionally a second course of 
therapy was mandatory, particularly in extra-intestinal 
disease. Emetine hydrochloride 0.0648 grams was given 
intramuscularly for eight to ten days depending on the 
individual’s weight, concomitantly with the arsenical, 
carbarsone gr. 3% (0.25 gm.) t.i.d. for seven days, fol- 
lowed by twenty-one days of the iodine preparation, 
diodoquin 3.2 gr. tablets, (210 mg.) number three, three 
times a day. The only side effect of any of these drugs 
was non-specific inversions of T waves with return to 
normal soon after cessation of emetine therapy. Because 
of the reported untoward cardiovascular effects by 
others while on emetine, it was felt prudent to insist 
upon bed rest and frequent pulse and blood pressure 
determinations while the individual received emetine. 

Associated parasitic infestations were treated with ap- 
propriate accepted therapy. Malaria was treated with 
quinacrine (atabrine) hydrochloride, although today 
chloroquine (aralen) is preferred. Hookworm was treated 
with tetrachlorethylene or hexylresorcinol, while aleo- 
resin of aspidium was given for tenia saginata. Atabrine 
was used in cases of giardia lamblia, and gentian violet 
was considered of value in strongyloidiasis. 

The authors’ impression was that combined courses of 
emetine, carbarsone and diodoquin are as effective as 
other forms of treatment. The results with combinations 
of aureomycin, bacitracin, chloroquine, bismuth glycoly- 
larsanilate (milibis), atabrine, with carbarsone or terra- 
mycin have been encouraging. B. L. FRANK 


A Review of the Literature on Preoperative 
Prophylaxis of the Bowel With 
Antibacterial Agents. 


Rivet, M. I.: Am. J. M. Sc., 223: 301, 1952. 


Potentially pathogenic intestinal organisms offer a 
serious threat in gastrointestinal surgery, and the value 
of antibacterial agents in preparing the bowel for sur- 
gery is widely recognized. 

When sulfanilylguanidine is given in an adequate 
dosage and at sufficiently frequently intervals, the coli- 
form flora of the bowel can usually be reduced by 
99.99%. No reduction in the number of coliform organ- 
isms was obtained in the presence of ulcerative lesions 
of the bowel. Sulfanilylguanidine interferes with the 
synthesis or absorption of vitamin K, and is not an ideal 
chemotherapeutic agent for intestinal antisepsis. 

Phthalylsulfathiazole is about twice as effective as 
succinylsulfathiazole in reducing coliform organisms. 
Succinylsulfathiazole has no appreciable effect on 
enterococci, Pseudomonas, or Proteus, while it may alter 
the general picture of the aerobic fecal flora for as long 
as six weeks. Similarly, phthalylsulfathiazole, in a dosage 
of 1.5 gm. every four hours, is effective against entero- 
cocci. 

Although penicillin is not generally thought to be of 
value in the preoperative preparation for bowel surgery 
because of the exceedingly large doses which would be 
required, intramuscular penicillin has been given after 
laparotomy in the prophylaxis of contamination or infec- 
tion. Streptomycin, which is very poorly absorbed from 
the intestinal tract, is effective against Gram-negative 
bacilli. One gram of streptomycin daily causes a marked 
and sustained reduction in the number of coliform 
organisms, enterococci, and clostridia. Streptomycin is 
only effective temporarily as drug-fastness develops 
rapidly. It also materially interferes with the synthesis of 
vitamin K. Dihydrostreptomycin has no advantage over 
streptomycin as an intestinal antiseptic. 

Following oral administration of bacitracin most of the 
drug is retained in the faces. Streptococcus feecalis and 
anaerobic spore-formers are reduced in number, but 
the total anaerobes are not affected. 

Polymyxin is a potent intestinal antiseptic. It shows 
great specificity for Gram-negative bacteria and is re- 
markably effective against Pseudomonas. Resistant strains 
develop only with great difficulty. With 200 to 400 mgm. 
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per kilo. per day, Gram-negative organisms except 
Proteus vulgaris are suppressed; Gram-positive cocci are 
reduced inconstantly in number, while clostridia and 
monilia are unaffected. 

Aureomycin has been found of value in the pre- 
operative treatment of patients undergoing bowel sur- 
gery; oral administration is started three days before 
administration. Caution must be exercised in patients 
suffering from duodenal ulcer, as perforation has oc- 
curred in a few cases. Neomycin has been found to be 
a reliable intestinal antiseptic when used in conjunction 
with a low-residue diet and an enema. Four to six grams 
daily are given for three days, and by this means growth 
is suppressed of Escherichia coli, Aerobacter aerogenes, 
Streptococcus fzcalis, Proteus, and Pseudomonas, but 
Clostridium, Bacteroides, and green-producing strepto- 
cocci are frequently present. Terramycin by mouth, four 
grams daily, produces within 48 hours after initiation 
of therapy complete suppression of certain bacteria, 
which continues Tos as long as 38 days. Candida, Proteus, 
and Pseudomonas, however, grow better in an environ- 
ment in which the other enteric organisms have been 
largely suppressed. Chloromycetin does not possess 
desirable features as a preoperative intestinal antiseptic. 

It must be concluded from this review that the ideal 
drug, or combination of drugs, for intestinal antisepsis has 
not as yet been found. B. L. FRANK 


INDUSTRIAL MEDICINE 


ACTH (Corticotropin) in Industrial Medicine. 
Husata, J. A.: INpust. MeEp., 21: 277, 1952. 


That ACTH is assuming a prominent position in 
industrial medicine and that it constitutes a new hope 
for the employee, employer and the community, is shown 
by this article. In it the author discusses the use of 
ACTH in many conditions which face the industrial 
physician. “By reversing the disease process, crippled 
arthritics have been returned to complete or partial 
economic usefulness; workers with intractable asthma 
have resumed gainful employment; employees incapaci- 
tated with beryllium poisoning have returned to work; 
intractable, acutely inflamed eyes have been saved; and 
sympathetic ophthalmia with its threat to complete blind- 
ness has been thwarted. Lost time from bursitis, derma- 
titis, drug reactions, tenosynovitis, urticaria, etc., can be 
remarkably reduced”. 

After stating the general concepts he deals with ACTH 
therapy—its safety and evaluation. A set of principles 
which make administration of the drug particularly safe 
were developed through the efforts of the pioneer manu- 
facturer of this agent. When these procedures are fol- 
lowed, so-called “side-effects” are virtually non-existent. 
Should over-dosage occur, the effects appear gradually 
and permit ample opportunity for dosage adjustments 
to prevent progression. They are readily reversed by 
lowering the dosage or discontinuing therapy. 

Treatment with ACTH is not difficult and requires no 
special training. The clinical criteria for evaluating re- 
sponse are: depression of fever, inhibition of pain, im- 

roved sense of well-being, improved appetite, and in- 

ibition of inflammatory reaction and swelling. The 
laboratory criteria are changes in eosinophils, erythro- 
cytes, sedimentation rate and 17-ketosteroids. The side- 
effects which may occur are given together with an 
explanation of their cause and the means of resolvin 
them. These include: cedema formation, glycosuria an 
hypoglycemia, hypertension, muscle weakness fatigue 
on paresthesias, nitrogen loss, psychic disturbances, and 
miscellaneous effects as acne, hirsutism and rounding of’ 
face. In order that practicing industrial physicians and 
surgeons may better understand the importance and 
broad applications of ‘this therapy the author includes a 
list of Usaeut requiring short-term therapy and one of 
those requiring long-term therapy. He mentions also 
conditions in which the effectiveness of ACTH is being 
studied. Contra-indications are stated. 
MarcGARET H. WILTON 
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FORTHCOMING MEETINGS 


CANADA 


QvueBec Drvision, CANADIAN MEDICAL ASSOCIATION, 
Annual Meeting, Seigniory Club, Montebello, Que. (Dr. 
G. W. Halpenny, Secretary, 1414 Drummond Street, 
Montreal) May 8-9, 1953. 


Ontario MepicaL AssociATION, Annual Meeting, Royal 
York. Hotel, Toronto (Dr. Glenn Sawyer, Executive 
Secretary, Ontario Medical Association, 185 St. Clair 
Avenue West, Toronto 5) May 11-15, 1953. 


CANADIAN Society OF MICROBIOLOGISTS, Annual Meet- 
ing, Ontario Agricultural College, Guelph, Ont. (Dr. N. 
E. Gibbons, Division of Applied Biology, National Re- 
search Council, Ottawa 2, Ont.) June 4-6, 1953. 


CANADIAN MEDICAL ASSOCIATION, Annual Meeting, Royal 
Alexandra Hotel, Winnipeg, Man. (Dr. T. C. Routley, 
pe St. Clair Ave. W., Toronto 5, Ont.) June 15-19, 
1953. 


INTERNATIONAL PHYSIOLOGICAL CONGRESS, 19th Con- 
gress, Montreal, Canada (Dr. A. S. V. Burgen, McGill 
University, Montreal), September 1-5, 1953. 


UNITED STATES 


AMERICAN Heart AssociATION, 29th Annual Meeting 
and 26th Scientific Session, Hotel Chelsea, Atlantic City, 
N.J. (Dr. André Cournand, Chairman of Program Com- 
mittee, c/o American Heart Association, 44 East 23rd 
Street, New York 10, N.Y.) April 8-12, 1953. 


AMERICAN PsycHosomatic Society, has changed _ the 
dates of its coming Annual Meeting. Instead of takin 
place in May, the meeting will be held on April 18 an 
19, 1953, at Chalfonte-Haddon Hall in Atlantic City. 


AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITA- 
TION, Annual Meeting, Atlanta-Biltmore Hotel, Atlanta, 
Georgia (Dr. Willard T. Hunnicutt, 302 Medical Arts 
Building, Atlanta, Georgia) April 27-28, 1953. 


AMERICAN GOITER ASSOCIATION, Drake Hotel, Chicago, 
Ill. (Dr. George C. Shivers, Corresponding Secretary, 
Colorado Springs, Colo.) May 7-9, 1953. 


AMERICAN UROLOGICAL ASSOCIATION, Annual Meeting, 
Hotel Jefferson, St. Louis, Mo. (Dr. Charles H. DeT. 
Shivers, Secretary, 215 Illinois Ave., Atlantic City, N.J.), 
May 11-14, 1953. 


NATIONAL ‘TUBERCULOSIS ASSOCIATION, 49th Annual 
Meeting, and its Medical Section, the American Trudeau 
Society, 48th Annual Meeting, Los Angeles, Calif. 
(National Tuberculosis Association, 1790 Broadway, 
New York 19, N.Y.) May 18-22, 1953. 


Worxtp CONGRESS ON FERTILITY AND STERILITY, First 
Congress, Henry Hudson Hotel, New York, N.Y. (Dr. 
A. I. Weisman, Secretary-General, 1160 Fifth Ave., New 
York, N.Y.) May 25-31, 1953. 


AMERICAN COLLEGE OF CHEST PuysiIciANs, 19th Annual 
Meeting, Hotel New Yorker, New York (Dr. A. M. Olsen, 
Chm., Com. on Scientific Program, Am. College of Chest 
_— Mayo Clinic, Rochester, Min.) May 28-31, 


AMERICAN MEDICAL ASSOCIATION, Annual Session, New 
York, N.Y. (Dr. George F. Lull, 535 N. Dearborn St., 
Chicago 10, IIl.), June 1-5, 1953. 
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INTERNATIONAL CONGRESS OF ELECTROENCEPHALO- 
GRAPHY AND CLINICAL NEUROPHYSIOLOGY, Boston, Mass. 
(Dr. R. S. Schwab, Secretary-General, Mass. General 
Hospital, Boston 14, Mass.) August 18-21, 1953. 


OTHER COUNTRIES 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND 
PuHarmMacy, 14th Congress, Montevideo, Uruguay (Dé- 
reccion General Del Service de Sanidad Militar. 8 de 
Octubre y Mariano Moreno, Montevideo, Uruguay) 
March 1-7, 1953. 


Pan Paciric TUBERCULOSIS CONFERENCE, under the 
joint auspices with the W.H.O., Manila, Philippines, 
April 13-19, 1953. 


PHILIPPINE MEDICAL ASSOCIATION, 46th Annual Meeting 
(Golden Jubilee Year) Manila, Philippines (Dr. Juan 
Salcedo, Jr., President, Philippine Medical Association, 
—_ Tomas University Hospital, Manila) April 19-26, 
1953. 


INTERNATIONAL HosprraL Concress, London, England. 
i J. E. Stone, Hon. Secretary, 10 Old Jewry, 
London, E.C.2, England) May 25-30, 1953. 


INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, 
Amsterdam, Holland (Dr. W. H. Stuben, J. J. Viotta- 
straat 1, Amsterdam) June 8-15, 1953. 


Pan AMERICAN CONGRESS OF THE MEDICAL PREss, 
Buenos Aires, Argentine (Secretaria del Congress, 763 
Uriburu, Buenos Aires, Argentine) July 12-16, 1953. 


INTERNATIONAL CONGRESS OF Rap1o-BioLocy, Copen- 
hagen, Denmark (Prof. F. Norgaard, Secretary General, 
Oster Voldgade 10, Copenhagen K, Denmark) July 
14-25, 1953. 


INTERNATIONAL FEDERATION OF Hospiras, Congress, 
Brussels, Belgium (Capt. J. E. Stone, 10 Old Jewry, 
London, E.C.2, England) July 15-21, 1953. 


INTERNATIONAL CONGRESS OF RapioLocy, 7th Congress, 
Copenhagen, Denmark (Prof. F. Nordgaard, 10 Oster 
Veldende: Copenhagen K), July 19-25, 1953. 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, 
First Congress, London, England (Mr. W. R. Le Fanu, 
Chairman, c/o London School of Hygiene and Tropical 
Medicine, Keppel St., London, W.C.1), July 20-25, 1953. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, 
Jerusalem, Israel (Prof. F. S. Bodenheimer, President, 
Hebrew University, Jerusalem, Israel) August 3-7, 1953. 


Wortp CONFERENCE ON MeEpIcAL EpvucatTIon, British 
Medical Association House, Tavistock Square, W.C.1, 
London, England (Dr. Louis H. Bauer, The World 
Medical Association, 2 East 103rd St., New York 29, 
N.Y.) August 24-29, 1953. 


INTERNATIONAL CONGRESS OF TROPICAL MEDICINE AND 
Mataria, Istanbul, Turkey (Prof. Dr. Ihsan Siikrii Aksel, 
General Secretary, Tunel Meydem, Beyoglu, Istanbul, 
Turkey) August 28-September 4, 1953. 


Wortp Mepicat Association, 7th General Assembly, 
Amsterdam, Holland (Dr. Louis H. Bauer, 2 East 103rd 
St., New York 29, N.Y.) August 3l-September 6, 1953. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, 6th Con- 
gress, Rome, Italy (Prof. Giuseppe Penso, Instituto 
oe di Sainta, Viale Regina Margherita 299, Rome, 
Italy) September 6-12, 1953. 


Wortp CONFEDERATION FOR PHYSICAL THERAPY, Ist 
Congress, London, England (Miss M. J. Neilson, Secre- 
tary, Chartered Society of Physiotherapy, Tavistock 
co London, W.C.1, England) September 7-12, 
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NEWS ITEMS 
ALBERTA 


Dr. Robert Macbeth, a graduate of the University of 
Alberta, has become associated with his father, Dr. A. 
W. Macbeth in Edmonton. Following an extensive post- 
graduate training in surgery and obtaining the highest 
surgical qualifications possible, Dr. Macbeth will confine 
his practice to general surgery. During his university 
career Dr. Macbeth gathered a number of awards and 
obtained Fellowships for further work in England. 


We are sad to relate the sudden passing of Dr. John 
Orobko of the City of Edmonton. Dr. Orobko was a 
graduate of McGill and practised surgery in this city 
since his graduation. Beside being an excellent surgeon 
he was recognized as one of the best medical-read 
doctors in the Province. 


Dr. Roy G. Douglas and Mrs. Douglas are enjoying a 
well earned holiday in California this winter. Dr. Douglas 
will be returning to Edmonton in March. 


A Sectional meeting of the American College of Sur- 
geons is being held in Calgary in April. Kindly note 
dates in next issue. 


Dr. Ewart Duggan of the Radiological Department 
of the University hospital has returned from a year’s 
work in England and Sweden. Dr. Duggan now heads 


the Department following the resignation of Dr. Richard 
Proctor. 


The Edmonton General Hospital opened its large and 
new wing February 8, 1953. This much needed and most 
modern addition will serve a great need in the city. An 
entirely new operating-room suite will be found in this 
building. W. CARLETON WHITESIDE 


BRITISH COLUMBIA 


A new wing, costing $200,000.00, is to be added to 
the Western Society for Physical Rehabilitation build- 
ings in Vancouver. This treatment centre is situated near 
Shaughnessy Hospital, and was begun in 1947, largely 
as a result of $30,000.00 subscribed towards an institu- 
tion which would do something to help rehabilitate 
victims of polio, cerebral palsy, and spastic disease. 

The Kinsmen’s Club was the prime mover in this, and 
subscribed most of this money—and have done a great 
deal since then. Dr. G. F. Strong became the medical 
head of the enterprise, and interested a great many 
people in it, including members of the Government. As 
a result of all this work, land was bought, buildings put 
up, a medical director, Dr. Thomson, engaged, and the 
hospital has since become the main centre for this sort of 
work in British Columbia. Victoria has become interested, 
and we understand that a branch of the Society will soon 
be established in that city. 

The new buildings, which are sorely needed to take 
care of demands for the work of the Centre, will bring 
the total cost of the Hospital to more than $600,000.00— 
a figure which will give some idea of the growth of this 
institution. The new wing will afford beds for patients, 
a gymnasium, administrative quarters, and so on. 


The Community Chest of Vancouver, under the presi- 
dency of Dr. Wallace A. Wilson, well-known to all 
Canadian medical men, has undertaken another im- 
portant enquiry, this time into the question of facilities 
for the care of the chronically ill in Vancouver. We 
reported, some time ago, the enquiry they made into the 
question of narcotic addiction in British Columbia, 
which led to a monumental report under the chairman- 
ship of Dr. L. E. Ranta. 

This new enquiry is equally important and exhaustive 
—and deals with a subject of considerable urgency, 
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especially so at this time: where as the report says “the 
bed shortage is growing more acute every year’. The 
report urges immediate construction of at least a 500- 
bed hospital for chronic cases as a “minimum, initial 
effort in this area”. 

The James A. Hamilton report of 1949 indicated that, 
at that time there was a shortage of over 1,140 beds for 
the care of chronics. The situation has certainly not 
improved since then. 


The flu epidemic of which we read as attacking other 
parts of the continent, has, so far, reached British 
Columbia only in an attenuated form, but there is no 
doubt that its icy breath is perceptible. There have been 
many mild cases, where the similarity to former out- 
breaks can be seen in a degree of prostration out of 
proportion to the apparent severity of the attack. 


Polio has subsided to the point of disappearance in 
British Columbia and no new cases have been reported 
in Vancouver recently. 


Dr. M. M. Weaver, Dean of the Faculty of Medicine 
of British Columbia, has been invited to read a paper 
at the World Congress on Medical Education, to be held 
in London, England in August, under the auspices of the 
British Medical Association. 

Dr. John S. D. Burnes of Vancouver has _ been 
awarded the John S. McEachern Fellowship of $3,650.00 
for a year of advanced training in cancer surgery. The 
announcement was made by the Canadian Cancer 
Society. He will take this year in London, England, in 
various cancer centres. J. H. MacDERMoT 


MANITOBA 


Dr. H. C. Stevenson, son of Dr. and Mrs. W. F. 
Stevenson of Belmont, is taking postgraduate work in 
Obstetrics at the Rotunda Hospital, Dublin, and will 
return to Canada in May. 


Dr. A. B. Chapman of Reston has written to the 
Registrar of the College of Physicians and Surgeons that 
he is in fair health although at 89 he is believed to 
244 the oldest living member of the profession in Mani- 
toba. 


A $500,000 contract has been awarded for the con- 
struction of an annex to the present school of nursing 
of St. Boniface Hospital. The annex will be five storeys 
high and will include 84 single rooms, a library, labora- 
tories, conference rooms and class rooms and teaching 
facilities. 


Dr. Digby ‘Wheeler has been appointed Professor 
Emeritus by the University of Manitoba because of his 
services in the department of radiology. 


All members of Portage la Prairie city council voted 
in favour of requesting the provincial government to 
instal a diagnostic clinic in the proposed new hospital. 

Ross MITCHELL 


NEW BRUNSWICK 


Dr. Robert H. Chalmers has opened a practice at the 
Fredericton Medical Clinic, specializing in Obstetrics and 
Gynecology. 


At the monthly medical meeting at Lancaster D.V.A. 
Hospital, Dr. S. Milrod and Dr. K. C. Rodger discussed 
a case of Pancreatic Cyst and Dr. N. McLellan reported 
a case of leukemia treated with ACTH. 
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Dr. H. S. Wright was elected Mayor of Fredericton, 
the celestial city, for a third term. 


Dr. Wallace Graham, assistant professor of Medicine 
at the University of Toronto, addressed the Moncton 
Medical Society on January 13 on the subject, “The 
Diagnosis and Treatment of the Common Forms of 
Arthritis and Rheumatism”. 


Dr. C. R. Trask, for some years Medical Officer of 
Health at Saint John, has assumed his new duties as 
Medical Director of the Saint John General Hospital. 


The North Shore €linical Meeting was held at the 
Hotel Dieu Hospital, Bathurst, January 30. Dr. H. R. 
Ripley, Radiologist of the Moncton City Hospital spoke 
on “Radiology and the Practitioner”, illustrating his talk 
by slides, films and photographs. The second visiting 
speaker was Dr. Clifford Bourgeois of Moncton. His 
paper was on “Blindness” followed by a film on “Glau- 
coma”. A round-table discussion on “Problems in Eye, 
Ear, Nose and Throat” was led by Dr. Bourgeois, 
followed by the usual excellent dinner. 


Over some of the most slippery roads of the present 
winter, Dr. Fred Whitehead, secretary of the N.B. Medi- 
cal Society, drove two speakers from Saint John to Calais, 
Maine, on the stormy evening of January 28, to the 
extra-mural medical meeting for the St. Croix Medical 
Society and the doctors of Washington County, Maine. 
Dr. George M. White spoke on “Office G sonnei? and 
Dr. R. T. Hayes gave a paper on “Blindness”, followed 
by a film on “Glaucoma”. As chairman, Dr. R. T. Hayes 
led a round-table discussion on “Eye, Ear, Nose and 
Throat Problems”. A good attendance enjoyed the ad- 
dresses and a good dinner. The same skilful driver 
brought his two friends safely back to Saint John with 
only one change of cars. 


Dr. R. T. Hayes was appointed a commissioner of the 
Saint John General Hospital for a three year term at the 
January meeting of the Municipal Council of Saint John. 


The James Hamet Dunn Hospital at Bathurst was 
completely destroyed by fire on the morning of Janu- 
ary 31. 


The January meeting of the Saint John Medical 
Society heard a symposium on “Rheumatism” by Dr. 
Henry Tonning, Dr. E. A. Petrie and Dr. Arthur Bird. 
These three authorities on the subject received deserved 
flattering attention for their excellent co-ordinated cover- 
age of a subject of great interest. The attendance as usual 
was large. A. S. KinKLAND 


NEWFOUNDLAND 


Dr. Charles A. Roberts, formerly of St. John’s, has 
been appointed Director of the Division of Mental Health 
aos with the Department of National Health and 
Welfare. 


Dr. John D. Griffin of the Canadian Mental Health 
Association has recently completed a survey of the 
Mental Health program of the Newfoundland Govern- 
ment and has made recommendations covering the care 
and training of mentally defective children; and the 
extension of a program of prevention. 


Dr. D. C. Simms, Pediatrician, gave a very excellent 
presentation on the “Rh factor in General Practice” at 
the last monthly meeting of the St. John’s Clinical 
Society. 
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Dr. Joseph Crowley has set up an office for the prac- 
tice of general medicine in St. John’s. Dr. Crowley 
formerly practiced in Clarke’s Beach, C.B. 


_ The tuberculosis death rate in Newfoundland has 
fallen sharply over the past year. It has been reduced to 
29 per 100,000 from the previous figure of 70.9 in 1951. 
This has been accomplished through the vigorous efforts 
of the Department of Health and the Newfoundland 
Tuberculosis Association. At the present time a voluntary 
provincial wide B.C.G. vaccination program is in full 
operation and last year nearly 15,000 school children 
were vaccinated. 


Dr. Leonard Miller, Deputy Minister of Health in 
Newfoundland, and Dr. Clarence Pottle, Acting Super- 
intendent of the Hospital for Mental and Nervous Dis- 
eases in St. John’s recently attended conferences on 
Mental Health in Halifax, N.S. P. F. ASHLEY 


NOVA SCOTIA 


On January 12 the Department of Medicine at Dal- 
housie University in co-operation with the postgraduate 
committee presented “A Day of Preventive Medicine”. 
The guest speaker was Dr. J. Wallace Graham Associate 
Professor of Medicine, University of Toronto. The sub- 
ject of the evening address was “The Arthritic Problem”. 

Other physicians taking part in symposiums and 
clinics during the day were Dr. G. Edward Maddison, 
St. John; Dr. J. E. Hiltz and Dr. V. D. Shaffner, Kent- 
ville; Dr. H. D. Lavers, Truro; Dr. C. B. Stewart, Dr. 
C. S. Marshall, Dr. Alex Leighton, Dr. J. L. Woodbury, 
Dr. J. McD. Corston and Dr. M. R. MacDonald, Halifax. 


Dr. Charles Jones and Dr. Wallace Roy, Radiologists 
at the Halifax Infirmary and Victoria General Hospital 
respectively attended the Winter Sessions of the Cana- 
dian Radiological Society held in Toronto during the last 
week of January. 


Dr. Carl Tupper of the Department of Obstetrics 
and Gynecology Dalhousie University visited Medical 
Centres in Boston, Baltimore and New York during the 
latter part of January. The purpose of the trip was to 
further Dr. Tupper’s investigation and follow-up of “The 
Causation of Spontaneous Abortion”. 


The Phi Rho Sigma Medical Fraternity Dalhousie 
University held their annual dinner and dance on January 
28 and 30 respectively. Dr. Donald Thompson of 
Bathurst, N.B. was the guest speaker at the banquet. 
Many out of town alumni attended both functions. 


The Phi Chi Medical Fraternity of Dalhousie Uni- 
versity held their annual dinner and dance January 23. 
Dr. Judson Graham was guest speaker at the banquet. 


On December 4 the Lunenburg-Queen Medical Society 
held their regular meeting at Liverpool. Dr. Arnold 
Noble, Assistant Professor of Surgery Dalhousie Uni- 
versity and Chief of Surgery Camp Hill Hospital spoke 
on “Handling of Obliterative Vascular Diseases of the 
Extremities.” Dr. J. F. Nicholson Assistant Professor of 
Psychiatry, Dalhousie University spoke on “Psychiatry in 
General Practice”. 


Early in December Dr. H. B. Atlee Professor of 
Obstetrics and Gynecology, Dalhousie University 
visited the hospitals in Charlottetown where he con- 
ducted ward rounds and clinics. During the evening Dr. 
Atlee addressed a dinner meeting of the P.E.I. Medical 
Society at the Charlottetown Hotel. All sessions were 
well attended and enthusiastically received. The visit 
was sponsored by the Post-graduate Committee of Dal- 
housie University. 
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On December 17 Dr. E. F. Ross Assistant Professor of 
Surgery Dalhousie University visited the Kings’ Memorial 
Hospital at Wolfville for a morning session of case 
presentations. The afternoon meeting was an informal 
gathering for a discussion on fractures. 

C. M. Harrow 


ONTARIO 


The 1953 March of Dimes campaign has been 
launched by the Ontario Chapter, Canadian Foundation 
for Poliomyelitis. It has been reorganized with a lower 
operating budget and with two fulltime workers as 
compared with 17 before 1951. The chapter is seeking 
$200,000 for work among polio victims. Mr. George 
Ferguson is president of the Ontario chapter and the 
treasurer is Dr. W. T. Mustard, who was president of 
the reorganization committee. Instead of an operating 
budget of about $4,000 monthly, the foundation is 
getting along on a monthly budget of $725, which in- 
cludes the salary of a case worker. Money is spent on 
hospitalization when necessary for corrective surgery; on 
braces, wheelchairs and other equipment, on vocational 
retraining, on transportation to and from treatment centres 
and on physiotherapy. Fellowships for specialized study 
of the Saeed are granted to physicians. The average 
number of cases in Ontario is about 1,200 a year. 


A federal grant of $17,250 has been given the Toronto 
Psychiatric Hospital for its outpatient department, now 
located in the old Hospital for Sick Children on College 
Street. Last year 8,000 patients were treated there. 

A grant of $17,000 goes to Toronto General Hospital 
for special equipment for its neurological operating room. 

The Ontario Hospital at Cobourg, where about 600 
women patients are under treatment will receive $1,370 
to assist in purchasing additional equipment for the 
laboratory and for recreational therapy equipment. 

Mr. R. J. Breckenridge of the Toronto Stock Exchange 
has been named president of the Ontario division of the 
Canadian Arthritis and Rheumatism Society. 


The University of Toronto Medical Alumni Associa- 
tion has given scholarships to these medical students; 
Miss B. Glozek, second premedical year; T. Izukawa, 
first medical year; J. C. Fallis second medical year; E. 
Pyke and C. A. Smythe, third medical year and to K. I. 
Dechert, fourth medical year. Scholarships will be in- 
creased from $200 to $300. The Association is awarding 
another scholarship of $300 in the spring of 1953 to a 
student finishing the fourth medical year. 


The Faculty of Medicine of Toronto under the direc- 
tion of the Department of Ophthalmology is giving a 
refresher course in Eye Surgery from April 13 to 17. The 
guest surgeons will be Dr. Dohrmann K. Pischel, San 
Francisco and Mr. H. B. Stallard, F.R.C.S., London, 
England. 


Dr. Ben Luborsky of Windsor, has been given the 
L. G. McCabe Memorial Award for his paper on Ma- 
ternal Factors in Prematurity because it was the best 
one presented by a junior member of the Essex County 
Medical Society in 1952. 


Dr. B. H. G. Curry has been appointed chief medical 
officer of the Workmen’s Compensation Board of Ontario. 


The American Diabetes Association held a_ post- 
raduate course on Diabetes and Basic Metabolic Prob- 
ems at the Hospital for Sick Children for three days in 

January. The 204 doctors who attended came from 
twenty-seven different states and from Canada. Amon 

the speakers were Dr. Howard Root, Boston; Dr. Randal 
G. Sprague, Rochester, Minn.; Dr. Herbert Pollack, New 
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York; Dr. Henry T. Ricketts and Dr. Arthur R. Colwell, 

Chicago; Dr. Edward L. Bortz and Dr. F. D. W. Lukens, 

Philadelphia; Dr. E. Perry McCullagh, Cleveland; Dr. 

ga Guest, Cincinnati and Dr. Robert Jackson, Iowa 
ity. 

Speakers from Toronto were Dr. C. H. Best, Dr. W. 
R. Campbell, Dr. A. L. Chute, Dr. W. T. W. Clarke, 
Dr. A. M. Fisher, Dr. J. D. Hamilton, Dr. Clement Mc- 
Cullough, Dr. R. C. Montgomery, Dr. Gordon Murray, 
Dr. J. C. Richardson and Dr. G. A. Wrenshall and Dr. 
H. J. Barnett and Dr. R. E. Haist. 


A Medical Journalist’s Conference sponsored by the 
Ontario Medical Review was held for one day in Toronto. 
Among the eighty who attended were representatives of 
pharmaceutical houses, university undergraduate editors 
and representatives of the profession. At the morning 
session student editors were given a practical demon- 
stration at the Murray Printing Company. The afternoon 
session held at the Academy of Medicine included a 
forum on the Presentation of New Products to the 
Medical Profession and one on Problems in Canadian 
Medical Journalism. 


TO GRADUATES IN MEDICINE OF 
QUEEN’S UNIVERSITY 


An Aésculapian Key, which is a small distinctive gold 
— pin, has been accepted by the society as the 
official key. One of the purposes of this key is to act as 
one means of binding all Medical students and gradu- 
ates of Queen’s into a fellowship. This key is available 
ta all graduates at the price of $4.00, and may be ob- 
tained by request from: The Secretary, A®sculapian 
Society, Queen’s University, Kingston, Ont. 


TONOMETER TESTING STATION 


The attention of ophthalmologists is drawn to the 
Tonometer Testing Station at the University of Toronto 
which has been established as a service under a grant 
provided by the Federal Government for the Prevention 
of Blindness from Glaucoma. Ophthalmologists who 
know or suspect that the readings of their tonometers 
are faulty are invited to make use of this Station. The 
instrument should be forwarded to the Tonometer Test- 
ing Station, Room 84, Banting Institute, Toronto. 

LILLIAN A. CHASE 


QUEBEC 


On the night of January 22, the staff of the Montreal 
General Hospital held a dinner in honour of two of its 
oldest and best known members, Dr. C. A. Peters and 
Dr. A. T. Bazin. It is rare that the staff of so large and 
active a hospital comes together as one group, but the 
occasion itself was unusual. These two men were both 
of the same age, 80; both had outstanding careers in 
their chosen subjects; both had gained the D.S.O. on 
military service, and Dr. Peters was able to show an 
additional war ribbon, as he had been a medical officer 
in the Boer War campaign. Dr. Bazin had interned at 
the Hospital just 60 years ago: Dr. Peters a little later. 

There were 131 in attendance, and by means of good 
committee work the evening went most successfully. Dr. 
E. S. Mills presided and made it quite clear that the 
only formal speeches of the evening were to come from 
the two men sien honoured. This, however, fortunately 
did not exclude a graceful tribute from Principal James, 
as well as some well-considered comments from Colonel 
MacTier, the President of the Hospital: both being very 
welcome guests. Commemorative gifts were presented 
by Dr. C. P. Fullerton and Dr. Phil Rowe on behalf of 


the staff, both stressing the personal esteem in which 

the two recipients were held. 
The speeches in acknowledgment were remarkable 
both of whom were past 


in that they were made by men 
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their 80th birthday. They managed to convey the sense 
of a vitality and keenness which one does not find often 
enough even in much younger men. True, much of what 
they said was reminiscence, but it not only was of great 
interest, but was made to instruct and stimulate as well 
as to entertain. Dr. Peters recalled his early days in 
medicine and his volunteering for service in the Boer 
War just after completing his L.R.C.P. examinations in 
London. He was one of the first to receive anti-typhoid 
vaccine, the strength of which left no doubt as to its 
potency. His comments on the teaching and practice of 
medicine in Montreal fifty years ago recalled some of the 
personalities on the staff. Amongst these, Dr. Henri 
Lafleur was easily the most striking, both for his brilliant 
gifts as a clinician and his unusual personality. 

Dr. Bazin likewise had his reminiscences and linked 
them up very effectively with the founding and early 
history of the hospital. The hospital was founded in 1821, 
but actually only two generations had passed by the time 
Dr. Bazin joined the staff, and he had seen and known 
men who had known and worked with the orizinal 
founders. Amongst these he recalled Dr. G. E. Fenwick 
(always referred to as “the late Dr. Fenwick” on account 
of his disregard of time) and his pioneer and successful 
work on surgery of the knee joint, even in days when 
antisepsis had not yet developed. Dr. F. J. Shepherd 
was another but somewhat later link, and Dr. Bazin had 
been one of his demonstrators in anatomy. Osler, too, 
was later but he also had lived and worked with men 
like Palmer Howard and Thomas Roddick, both of whom 
were immediate links with the older men. 

So the evening passed, most pleasantly and all too 
quickly. The hospital had honoured two of its sons, who 
in their turn provided entertainment, exhortation and 
extremely interesting historical talk. 


The authorities of the Montreal General Hospital an- 
nounce that they have completed arrangements for the 
inaugural Francis J. Shepherd Memorial Lecture. This 
will be given on May 1, o Professor Sir Sydney Smith, 
Dean of the Faculty of Medicine University of Edin- 
burgh and also Professor of Forensic Medicine. His sub- 
ject will be; “Trends and Developments of Medical Edu- 
cation and its Association with Medical Practice for a 
period of years”. 

This Lecture has been arranged as a memorial to one 
of the outstanding figures in the long history of the 
Montreal General Hospital and McGill University. Dr. 
Shepherd bridged the period of transition from the pre- 
Listerian days of surgery to modern developments. He 
saw the Hospital grow from a small overcrowded 
establishment to the large, active (but always over- 
crowded) institution of today. He took a leading part 
in teaching, laying the foundation in McGill University 
of a school of anatomy of the highest rank. In addition 
to being Surgeon to the hospital he was a dermatologist 
of international repute and taught dermatology. Of strong 
character and many attainments he has left an abiding 
mark in Canadian medical history. 

It is the intention of the Hospital to secure each year 
an eminent speaker in the fiel 
the Shepherd Memorial Lecture. 


of medicine, to deliver 


CANCER WEEK AT THE MONTREAL 
CANCER INSTITUTE, NOTRE DAME 
HOSPITAL, APRIL 13 TO 18, 1953 


Practical demonstrations on cancers of the skin, mouth, 
uterus, breast and rectum will take place in the fore- 
noon, during the second week of April, at the Montreal 
Cancer Institute, Notre-Dame Hospital. A brief talk on 
recent advances in cancer research will conclude the 
meeting. 

These demonstrations will be organized so as to appeal 
to the gerieral practitioners and to the directors of Health 
Units. Emphasis will be on the early diagnosis of 
cancers which are easily accessible during a routine 
medical examination; as well as their appropriate method 
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of treatment, and the results which can be obtained will 
be extensively demonstrated by films and presentation 
of patients. Each demonstration will be followed by a 
round table discussion. 

Inscriptions are limited to thirty. A detailed program 
will appear in the near future. 


SASKATCHEWAN 


At the annual meeting of the Council of the College 
of Physicians and Surgeons of Saskatchewan, Dr. F. E. 
Werthenbach of Unity was elected president of Council, 
Dr. A. J. McDougal of Indian Head as first vice-president 
and Dr. J. B. Ritchie of Regina as second vice-president. 


With the rapid advances of medical knowledge it is 
becoming increasingly important that the progress of 
the hospital keep abreast of modern medical trends. This 
has been the aim of the Regina General Hospital which 
has recently embarked on a new program of medical 
education on the graduate level and has appointed Dr. 
M. G. Israels, internist, as its director. 

Under the new system a scheduled, supervised pro- 
gram has been arranged consisting of daily rounds, 
clinics, lectures and demonstrations in all the fields of 
medicine and surgery. Bi-weekly demonstration and dis- 
cussions on autopsy and interesting surgical material are 
held in the Department of Pathology under Dr. J. D. 
Stephen—director of the department. Combined staff 
rounds are held each Saturday morning at 10.30 with 
representations from all departments. These may be 
clinical or take the form of clinico-pathological con- 
ferences. Open discussion is encouraged. Symposia on 
pertinent medical and surgical subjects are held once 
a month with panels of four taking part, the emphasis 
being placed on recent advances in each field covered. 
Special lectures round out the program. 

Rural physicians are being circularized and en- 
couraged to attend whenever possible. 

The Regina General Hospital has a bed capacity of 
815 and provides ample teaching material in all branches 
of medicine and surgery. Teaching beds have been set 
aside to further intern responsibility and experience. 

Intern staff requirements are at least twenty-five per 
year junior rotating and seven for seniors and residents. 

It is the endeavour of those contributing to the pro- 
gram to hold the standards of practice in the hospital at 
a high level and to continue to estimate the interest so 
vital to modern medicine. W. PrEacock 


NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Surgeon Lieutenant (P) C. Konyer, R.C.N., has been 
appointed to the destroyer H.M.C.S. Huron for a tour of 
duty with the R.C.N. Special Force in Korean waters. 


Surgeon Lieutenant (P) H. D. Oliver, R.C.N., was 
recently appointed from the aircraft carrier H.M.C.S. 
Magnificent to the R.C.N. Air Station, Dartmouth, N.S. 
i a flying refresher course and as Principal Medical 
Officer. 


Dr. G. A. May was commissioned in January as a 
Surgeon Lieutenant in the R.C.N. He is now serving in 
the Naval Hospital at Halifax, N.S. 


Major L. E. Carson,: Medical Corps, U.S. Army, has 
arrived at Army Headquarters, Ottawa, to take up the 
appointment of U.S. Liaison Officer in the office of the 
Director General of Medical Services (Army). He 


a Lt.-Col. S. W. Cavender who has returned to the 
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Lt.-Col. U. Blier, Montreal Military Hospital, has pro- 
ceeded to the Far East for postgraduate training in war 
surgery. 


Major B. D. Jaftey has returned to Canada after serv- 
ing a tour of duty in Japan and Korea and Captain M. 
O'Donnell has been posted to the Far East as a replace- 
ment medical officer. 


Major A. C. Derby, Officer in Charge of Surgery, 
Kingston Military Hospital, has been promoted to the 
rank of Lieutenant-Colonel. 


Lt.-Col. J. E. Andrew, E.D., formerly Area Medical 
Officer, Western Ontario Area, London, Ontario, has 
been appointed Senior Consultant to the Director Gen- 
eral Medical Services (Army) Ottawa. 


Lt.-Col. N. H. McNally, formerly Officer Commanding, 
Canadian Section, British Commonwealth Hospital, Kure, 
Japan, has been appointed area Medical Officer, Western 
Ontario Area, to replace Lt.-Col. Andrew. 


Captain F. L. Lawson, Kingston Military Hospital, who 
wrote the recent examinations held by the Royal College 
of Physicians and Surgeons of Canada, has received his 


F.R.C.S.[C.]. 


Major L. S. Glass, Camp Borden Military Hospital, 
who wrote the recent examinations held by the Royal 
College of Physicians and Surgeons of Canada, has re- 
ceived his F.R.C.S.[C.] in Obstetrics and Gynecology. 


The quarterly meeting of the Advisory Medical Com- 
mittee to the R.C.A.F. was held in Ottawa, January 17 
and 18, 1953. Dr. F. A. L. Mathewson of Winnipeg, 
Manitoba, was elected Chairman of the Committee. 


NEWS AND NOTES 
RHEUMATIC FEVER PREVENTION 


The American Heart Association has launched a 
nationwide campaign for the prevention of rheumatic 
fever, a disease which may follow “strep” infections, and 
which is one of the major causes of heart damage, 
especially in children. The Association’s Council on 
Rheumatic Fever and Congenital Heart Disease has pre- 
pared a Statement for the guidance of physicians, pro- 
viding details for the use of penicillin cat sulfa drugs 
in the prevention and treatment of streptococcal sore 
throats and other “strep” infections. The recommendations 
are being given the widest possible circulation among 
the medical profession and related groups in an effort to 
reduce the prevalence of these infections, which reach 
a peak from January through June. 

The effectiveness of penicillin and the sulpha drugs in 
pone initial and recurrent attacks of rheumatic 
ever has been proved in repeated tests in recent years. 
Therefore, the prevention of rheumatic fever and rheu- 
matic heart disease depends upon the control of strepto- 
coccal illnesses. This may be successfully accomplished 
by (1) early and adequate treatment of streptococcal 
infections in all individuals and (2) prevention of 
streptococcal infections in rheumatic subjects. 

The Statement estimates that at least 3% of 
untreated “strep” infections are followed by rheumatic 
fever, which is responsible for most of the heart trouble 
in children and a large share of cardiac problems in 


early and middle adult life. Those with a previous attack 
of rheumatic fever are particularly susceptible to a re- 
currence if they develop a “strep” infection. Because of 
the special hazards of streptococcal infections for persons 
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with a history of rheumatic fever, the Council has issued 
a companion statement addressed specifically to chil- 
dren’s and general hospitals, requesting them to develop 
protective measures for rheumatic fever patients cared 
for in wards. 

The complete “Statement on Prevention of Rheumatic 
Fever” appears in the current (January) issue of Modern 
Concepts of Cardiovascular Disease,” a monthly scientific 
bulletin published by the American Heart Association. 
Professional persons may obtain a copy of the statement 
by application to affiliated heart associations or to the 
Medical Director, American Heart Association, 44 East 
23rd Street, New York 10, N.Y. 


TB SYMPOSIUM FOR GENERAL 
PRACTITIONERS 


The Second Annual Tuberculosis Symposium for Gen- 
eral Practitioners will be held in Saranac Lake, New 
York, July 13 through 17, 1953. The registration fee for 
this five day symposium is $40 for members of the 
American Academy of General Practice and $50 for non- 
members. A fee of $5 should accompany the enclosed 
application. 

Sessions will be held in various sanatoria and labora- 
tories in the Saranac Lake area. Morning sessions are 
from 8.30 to 12.30 daily, afternoon sessions from 2.00 to 
4.00 on Monday, Wednesday and Thursday. There will 
be elective sessions on Tuesday and Friday afternoons. 
Physicians desiring to make patient rounds will have 
that opportunity each afternoon at 4.00. On Monday 
night there will be a dinner for physicians attending the 
course, their families and the faculty. 


VilIth INTERNATIONAL CONGRESS 
OF RHEUMATIC DISEASES 


The VIIIth International Congress of Rheumatic Dis- 
eases is being held in Geneva, Switzerland, from August 
24 to 28, 1953. The Congress this year has been organ- 
ized by the Swiss Society of Physical Medicine and 
Rheumatology, under the auspices of the Ligue Inter- 
nationale Contre le Rheumatisme. An interesting scientific 
program is being arranged, including a tour to Aix-Les- 
Bains France on August 26. Extracurricular activities are 
inviting. Information pamphlets and application forms 
are available in either English or French for those plan- 
ning to attend this Congress. Correspondence should be 
addressed to: Dr. T. E. Hunt, Sec ’y.-Treas., Canadian 
Rheumatism Association, 304 Northern Crown Bldg., 
Regina, Sask. 


ALBERT AND MARY LASKER 
FOUNDATION AND AMERICAN 
HEART ASSOCIATION 


Dr.- Paul Dudley White, of Boston, Mass., has been 
named as first winner of the Albert Lasker Award to be 
presented each year by the Foundation through the 
American Heart Association “for distinguished achieve- 
ment in the field of cardiovascular diseases.” 

Dr. White, 65, was cited for his “pioneering efforts. in 
the pathology, diagnosis and treatment of heart disease 
for more than three decades,” by Dr. H. M. Marvin of 
Yale University Medical School, chairman of the Asso- 
ciation’s Awards Committee. Dr. White’s award was 
formally presented to him at the 1953 Heart Fund 
Dinner of the Massachusetts Heart Association in 
Boston, February 2, by Dr. Irving S. Wright, 
of the American Heart Association. He received a prize 
of $1,000; a scroll describing his accomplishments; and 
a gold statuette of the Winged Victory of Samothrace, 
symbolizing in this instance victory over death and dis- 
ease. 

(Continued on page 70 of the advertising section) 
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You see that she is somewhat exophthalmic. You 
see also that she is overweight. Perhaps less 
apparent is an even more common clinical prob- 
lem: mental and emotional distress. Yet this distress 
either causes or complicates virtually every case 
you handle. You will find ‘Dexamyl’ of unique 
value in managing the mental and emotional dis- 
tress you see in your practice. ‘Dexamyl’ is a 
balanced combination of two mood-ameliorating 
components: 


1. ‘Dexedrine’ Sulfate —the antidepressant of 
choice—to lift the patient’s mood and provide a 
sense of well-being. 


2. Amobarbital (Lilly )—the sedative that elevates 
mood—to relieve nervousness, anxiety, and inner 
tension. 


Dexamyl’s two mood-ameliorating components 
work synergistically to provide a “‘normalizing”’ 
effect—free of the dulling effect of barbiturates; 
free of the excitation caused by stimulants. 


tablets and elixir 


Off. Smith Kline & French, Montreal 9 
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BOOK REVIEWS 


CALCULATION OF INDUSTRIAL 
DISABILITIES OF THE EXTREMITIES 


C. O. Rice, Clinical Associate Professor of Sur- 
gery, University of Minnesota Medical School 
Surgical Staff, St. Barnabas Hospital, Min- 
neapolis, Minnesota. 289 pp., illust. $12.50. 
Charles C. Thomas, Springfield, Illinois; The 
Ryerson Press, Toronto, 1952. 


This book is of value only to those whose task it is to 
calculate industrial disability of the extremities. It is a 
specific volume dealing with the methods employed by 
the author to assess various deficiencies. Based on normal 
movements, he has shown that an objective approach can 
be attempted in assessing disability. He acknowledges 
the part played by pain, but feels that efforts should be 
made to offer to the relatively inexperienced person an 
objective means of calculating disability. 

It is to be appreciated that the author has been so 
exacting in his coverage of the subject. However, this 
has led to needless repetition that could easily have 
been omitted. The book is generously illustrated with 
good figures. 


PSYCHOLOGY, THE NURSE 
AND THE PATIENT 


D. M. Odlum, Senior Psychiatrist, Elizabeth 
Anderson Hospital, London Consultant Psycho- 
therapist, West End Hospital for Nervous Dis- 
eases, London. 114 pp. 7/6d. Nursing Mirror, 
London, 1952. 


Dr. Doris Odlum looks back on a long experience as a 
physician, psychiatrist and lecturer to nurses. She also 
speaks from personal experience as a patient, when she 
describes the impact of the nurse, “in the vertical posi- 
tion,” on the sick, who views the situation from the 
horizontal. Student nurses are not only faced with the 
job of preparing for their examinations, but have, at the 
same time, to deal with human problems as they arise 
in their daily work. The author tries to help the nurse 
understand her patients as human beings, and to lead 
her away from the temptation to regard “cases” as 
illustrative material in the study of diseases. 

Some knowledge of the basic principles underlying 
human emotions and responses are invaluable to nurse 
and patient alike, and this little book provides in clear 
and simple language much of what is to be said of this 
important subject of human understanding in good 
nursing. 


THE TOXAZMIAS OF PREGNANCY 


W. J. Dieckmann, Mary Campau Ryerson Pro- 
fessor and Chairman of the Department of 
Obstetrics and Gynecology of the University of 
Chicago. 710 pp., illust., 2nd ed. $15.25. The 
C. V. Mosby Company, St. Louis; McAinsh & 
Co. Ltd., Toronto, 1952. 


Eclampsia is not only a disease limited to the reproduc- 
tive system but it involves most of the tissues of the 
body. This new edition takes into account the various 
advances which have been made in the broad field of 
physiology and endocrinology. Particular attention is 
aid to physiochemical determinations, renal and hepatic 
unction, etiological factors, the clinical aspects of the 
disease and its treatment. New data have been added 
about pre-eclampsia-eclampsia which in the author’s 
opinion is due to an abnormal water and electrolyte 
balance. Increased blood pressure and proteinuria may 
be regarded as secondary and/or protective. Dr. Dieck- 
mann distinguishes two types: (1) the patient who gains 
600 or more grams weekly for a period of weeks and 
usually shows evidence of considerable water and electro- 
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lyte retention, (2) the patient whose weight gain per 
week may not be excessive, with little or no cedema but 
who retains an abnormal amount of sodium which re- 
places intracellular potassium. The author believes that 
the diagnosis of pre-eclampsia and hypertensive disease 
must be based on better standards than have been used 
in the past. 


The second edition of this standard text makes a 
valuable contribution to a field which still remains today 
one of the most intriguing ones for the obstetrician and 
gynecologist. 


ADVANCES IN MEDICINE AND 
SURGERY 


From the Graduate School of Medicine of the 
University of Pennsylvania. 441 pp.,_illust. 
$8.50. W. B. Saunders Company, Philadelphia; 
McAinsh & Co., Limited, Toronto, 1952. 


The Graduate School of Medicine of the University of 
Pennsylvania provides excellent facilities for integrated 
courses in current medical knowledge. The first course 
was organized in 1950 “to serve as a continuing source 
of educational renewal for alumni of the school”. It soon 
became apparent that many more physicians might be 
reached by presenting the major part of the course in 
book form as well. The present volume is not only a 
record of the proceedings of such a course, but it repre- 
sents a carefully planned series of symposia dealing with 
ten topics of considerable interest to practising physicians. 
Fifty-five of Philadelphia’s most eminent medical men 
have participated in bringing together some of the most 
up-to-date information, at present available, under the 


following headings: The present status of adrenal cortical | 


hormones; the role of potassium in health and disease; 
hypertension: newer aspects of medical and _ surgical 
treatment; newer concepts in preoperative evaluation 
and preparation of patients; thromboembolism; pulmo- 
nary infections; the relief of pain; current status of the 
cancer problem; recent developments in viral diseases; 
functional disorders. 


This volume should enjoy considerable popularity, and 
its careful study can be warmly recommended to any- 
one who wishes to keep abreast with modern develop- 
ments in medicine and surgery. It has been kept to a 
reasonable size in spite of the wealth of information and 
numerous references to original work which it contains. 
The print is pleasant to read. The Editorial Committee 
and the publishers are to be congratulated. 


EGO DEVELOPMENT AND THE 
PERSONALITY DISORDERS 


D. P. Ausubel, Bureau of Research and Serv- 
ice, College of Education, University of Illinois, 
Urbana. 564 pp. $12.00. Grune & Stratton, Inc., 
New York; The Ryerson Press, Toronto, 1952. 


The author has made a commendable attempt to cor- 
relate hereditary, constitutional, infant, child and adult 
influences in the genesis of ego development. He has 
tried to differentiate behavioural fact from speculation 
and hypothesis. In the “Introduction” (p. 2), he states 
his thesis, “. . . this volume is an attempt at the formula- 
tion of a systematic theory of psychopathology based 
upon a nonpsychoanalytic interpretation of personality 
development.” The aabed criticizes dogmatism and the 
continuation of outdated concepts in theory and practice. 
He justly comments on the overvaluation of psycho- 
therapy as practised by certain groups of these modern 
times. This book is recommended reading for anyone 
interested in personality development and psychotherapy. 
It is considered as one of the very few stimulating aeks 
which have been published lately in these highly contro- 
versial fields, and should encourage the reader to revise 
many of his operational concepts. 
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ANTI-MEASLES SERUM 


Concentrated and Irradiated Human Serum 


FOR MODIFICATION OR PREVENTION OF MEASLES 


Human serum prepared from the blood of healthy adults so as to involve 
a pooling from a large number of persons provides an economical and effective 
agent for the modification or prevention of measles. 


Modification is often preferable since it reduces to a mini- 
mum the illness and hazards associated with measles, but does 
not interfere with the acquiring of the active and lasting 
immunity which is conferred by an attack of the disease. On 
the other hand, complete prevention of an attack of measles is 
frequently desirable, and can be accomplished provided that 
an ample quantity of serum is administered within five days of 
exposure to the disease. 


Serum supplied by the Connaught Medical Research 
Laboratories is concentrated to one-third the volume of normal 
adult serum and is irradiated so as to minimize the occurrence 
of homologous serum jaundice. 


HOW SUPPLIED 
Irradiated Anti-Measles Serum, pooled and 


concentrated, is distributed by the Lab- 
oratories in 5-cc. rubber-stoppered vials. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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GASTRO-INTESTINAL X-RAY DIAGNOSIS 


M. Ritvo, Assistant Professor of Radiology, 
Harvard Medical School and I. A. Shauffer, 
Instructor in Radiology, Harvard Medical 
School. 838 pp., illust. $22.00. Lea & Febiger, 
Philadelphia; The Macmillan Company of 
Canada Ltd., Toronto, 1952. 


This is a well-illustrated and well-documented book 
which covers all the practical divisions of the subject. 
It is of interest only to radiologists and, in general, is 
thoroughly orthodox in its viewpoint. A more concise 
narrative, along with a more orderly and detailed ar- 
rangement, would have made this an outstanding refer- 
ence text. 


DIAGNOSTIC RADIOLOGY 


G. Claessen, Late Radiologist to the University 
Hospital, Reykjavik, Lecturer to the University 
of Iceland, etc. 411 pp., illust. $12.00. Messrs. 
William Heinemann Medical Books  Ltd., 
London; British Book Service (Canada) Ltd., 
Toronto, 1949. 


This is the first English (and second Danish) edition 
of an introductory text to diagnostic radiology. It is a 
rather remarkable volume in that it presents an excel- 
lently well-balanced and thoroughly orthodox summary 
of this broad and often controversial diagnostic field of 
medical practice. It is recommended for use by the senior 
medical student, the medical resident, and it could also 
be studied with profit by the beginner in radiology. It 
is profusely illustrated with good reproductions of per- 
tinent radiographic material. 


THE ESSENTIALS OF VIRUS DISEASES 


P. N. Meenan, Assistant Pathologist, St. Vin- 
cent’s Hospital, Pathologist, National Children’s 
Hospital, Dublin. 260 pp. $4.25. J. & A. 
Churchill Ltd., London; British Book Service 
(Canada) Ltd., Toronto, 1951. 


This is a brief and extremely well-written survey of the 
virus diseases, directed to the student and _ practitioner 
who wish to achieve an orientation in the field without 
being deluged with too much detail. The first three 
chapters are devoted to general characteristics of viruses 
and virus diseases, and the remainder of the chapters to 
specific virus diseases. A final brief chapter provides use- 
ful information regarding laboratory aids to diagnosis in 
this group of diseases. The format and printing of the 
book are most acceptable. In the interest of brevity, no 
references are snclutted, so that the person who is seek- 
ing a point of entry into the literature regarding any 
specific subject will be disappointed. Nonetheless, this 
book should serve a most useful purpose in an era when 
the virus diseases seem likely to assume increasing im- 
portance. 


CARDIAC EMERGENCIES AND 
HEART FAILURE 


A. M. Master, Cardiologist, Mount Sinai Hos- 
pital, New York; M. Moser, Ist Lt., U.S.A.F. 
(MC) Walter Reed Army Hospital, Washing- 
ton, D.C. and H. L. Jaffe, Adjunct Physician, 
Cardiology, Mount Sinai Hospital, New York. 
159 pp., illust. $3.00. Lea & Febiger, Phila- 
delphia; The Macmillan Company of Canada 
Ltd., Toronto, 1952.. ‘ 


This book is intended to cover the acute conditions met 
with in cardiology. It does not pretend to be a compre- 
hensive text covering all branches. It discusses such 
things as the arrhythmias, rheumatic heart disease, 
hypertensive crises and surgical emergencies. There is a 
concise yet comprehensive section on heart failure. In 
the treatment of the conditions discussed, drugs which 
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have been found to be of definite value are mentioned, 
while those of doubtful value are omitted. Short case 
histories to illustrate specific conditions are mentioned 
in each section. These are particularly valuable. There 
is included a very comprehensive bibliography which 
covers all the modern concepts in the treatment of 
cardiac emergencies and heart failure. 

This book can be highly recommended to the under- 
graduate, and should be particularly valuable to the man 
in general practice who wishes to have a short, concise 
review of this subject. 


DIAGNOSTIC ELECTRO- 
ENCEPHALOGRAPHY 


H. Strauss, Associate in Neurology in Charge 
of Electroencephalography, Mount Sinai Hos- 
pital and Hospital for Joint Diseases, New 
York, M. Ostow, Adjunct in Neurology in 
Charge of Electroencephalography, and L. 
Greenstein, Adjunct in Neurology for Electro- 
encephalography, Mount Sinai Hospital, New 
York. 282 pp., illust. $9.25. Grune & Stratton, 
New York; The Ryerson Press, Toronto, 1952. 


The authors have reviewed the history, and more briefly 
the physiological aspects of the normal electroencephalo- 
gram in the first part of this book. In the second, and 
largest part, they give an excellent bibliography of the 
electroencephalogram in a wide variety of diseases. This 
second part is well laid out and contains the authors’ 
findings in tabular form gained from examination of 
2,500 patients. The third part of the book is a short 
one dealing with diagnostic evaluation, and following it 
there are a large number of good illustrations of tracings. 

The authors did not use photic stimulation because 
“we do not yet have sufficient information to use the 
electroencephalographic response to flickered light diag- 
nostically and we feel use cannot be made without the 
assistance of a frequency analyzer”. Photic stimulation 
has been shown to be a useful diagnostic method in 
occipital lesions, and for the production of wave and 
spike patterns in some epileptic patients. The authors’ 
views on this subject are therefore open to criticism. 

The authors consider that a drug for epileptic patients 
cannot be selected on the basis of the record. They, also, 
do not believe that the use of phase revusal has any 
great value in localization of a lesion, and state “if the 
delta activity orginates at one electrode only, no such 
method is necessary to determine its origin”. If the delta 
activity occurs at a number of electrodes, the authors 
use monopolar technique and estimate at which electrode 
the largest amount of delta activity occurs. These two 
statements are also open to criticism. 

The reviewer found the continued use of various 
symbols, designating various kinds of record, rather 
difficult to get used to, and the authors often use these 
symbols without commenting further on the parameters 
of frequency and amplitude or the response to various 
stimuli which might occur in different diseases. They 
also give little consideration to the subcortical factors 
involved in epilepsy upon which there has been con- 
siderable work performed recently. 

Both the electroencephalographer and the practising 
physician will find this book a useful addition to their 
library. 


INTRODUCTION TO CLINICAL 
NEUROLOGY 


G. Holmes. 189 pp., illust. 2nd ed. $2.40. E. 
& S. Livingstone Ltd., London; The Macmillan 
Company of Canada, Ltd., Toronto, 1952. 


This is the second edition of a well written introduction 
to neurology by one of the outstanding Neurologists of 
our time. It has already proven itself to be a useful and 
popular volume, and is to be commended to students and 
teachers. 
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SUICIDE 


NUT RITION AL 


“The Land of Plenty” by Pieter 
Brueghel (the elder) ‘courtesy of 
New York Graphic Society.” 





Obesity is more than a simple problem of over-eating which can be 
solved by “‘will power” alone. It is the result of habit patterns with both 
physiological and psychological implications. 


Sound obesity management must give the patient more than a prop for 
his sagging will power. It must correct the nutritional inadequacies 
wrought by abnormal dietary habits!, and dispel the ‘“‘dietary depres- 
sion’”’ which follows the restriction of food.2 


DEXTRO AMPHETAMINE SULPHATE 5 mg. 


° CALCIUM 242 mg. 
all in one capsule ae ea 
COPPER 1 mg. 
IODINE 0.15 mg. 
IRON 3.33 mg. 
MANGANESE 0.33 mg. 
MOLYBDENUM 0.2 mg. 
MAGNESIUM 2 mg. 
Guards against nutritional inadequacies ~ pyospxorus 187 mg. 
Curbs the overzealous appetite POTASSIUM 1.7 mg. 
Dispels ‘‘dietary depression” ZINC 0.4 mg. 
VITAMIN A 5,000 
Int'l Units 
VITAMIN D 400 
1. Blazer, A.: The Obese Character. M. Times, 79:187 (Apr.) 1951. int'l Units 
2. Hudgins, A. P.: C ling the Overweight Patient. Amer. Prac., 
21336 (Apr) 1951, p. 336. . ae e VITAMIN B, 2 mg. 
VITAMIN B; 2 mg. 
‘ VITAMIN B, 0.5 mg. 
NIACINAMIDE 20 mg. 
J.B. ROERIG AND COMPANY (CANADA) LTD. VITAMIN C 37.5 mg. 
1061 ST. LAWRENCE BLVD., MONTREAL, CANADA *CALCIUM d-PANTOTHENATE 3 mg. 


*The significance of this vitamin in human nutrition is not yet established. 
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QUEBEC DIVISION 


Canadian Medical Association 
WE 
ANNUAL MEETING 


KE 


Friday and Saturday, May 8-9, 1953 


The Seigniory Club, Montebello, Quebec 
al JW LIFE INSURANCE AND 
= YOUR MONEY BACK 


A Brand New Sun Life Plan Which: 


1 | Provides insurance protection to age 65. 








2| Returns all basic annual premiums paid, 
plus dividends, if assured lives to 65. 


3 Is available for male and female 
lives ages 15 to 50. 


At 65, the funds can be (a) taken in cash; (b) used 
to purchase a paid-up policy for the original sum 
assured and the balance taken in cash or as guar- 
anteed income; (c) used to provide an annuity; 
(d) left on deposit at a guaranteed rate of interest. 


Inquire now about this remarkable 
new Sun Life plan. For further particu- 
lars see your local agent, or get in 
touch with the Sun Life branch office 
in your community. 


SUN LIFE OF CANADA 
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MODERN DIETARY TREATMENT 


M. Abrahams, Late Dietitian to St. Bartholo- 
mew’s Hospital, London and E. M. Widdowson, 
Department of Experimental Medicine, Uni- 
versity of Cambridge. 355 pp., 3rd ed. $4.00. 
Bailliére, Tindall and Cox, London; The Mac- 
—_ Company of Canada, Ltd., Toronto, 
1951. 


A new edition of this text book became. necessary with 
the considerable advances in nutritional research, which 
have been made since 1940, when the last edition ap- 
peared. In the tables the latest analyses of foodstuffs are 
included, giving their chemical composition. The previous 
distinction between A and B diets at two levels of cost 
has been abandoned and a wider variety of foods and 
dishes is offered in the discussion of a normal diet. In 
addition, high and low calorie diets, invalid diets, special 
diets suitable in diseases of the alimentary tract, in 
renal disease, in diabetes, gout, rheumatism, injuries due 
to burns, and in disturbances of mineral metabolism are 
described. Samples of diets suitable for these conditions 
are outlined, such as semi-solid and fluid diets, low and 
high residue diets, low fat diets, high protein diets, low 
purine and low salt diets, etc. Diets for Jewish patients 
are mentioned, and recipes for the actual preparation of 
foods are given. The use and the preparation of food 
tables is discussed. 


As in previous editions, this book will be welcomed 
by nurses, matrons and busy medical practitioners, who 
will find in it concise and up-to-date information on 
dietetics. 


DYNAMIC PSYCHIATRY 


Edited by F. Alexander and Helen Ross. 
F. Alexander, Director of the Institute for 
Psychoanalysis in Chicago and Helen Ross is 
Administrative Director of the Institute for 
Psychoanalysis. 578 pp. $11.00. J. B. Lippin- 
cott Co., Montreal, 1952. 


The discovery of unconscious motivation has had a pro- 
found influence upon psychiatric thought. Before Freud, 
psychiatrists were concerned with descriptions of the 
symptomatology of psychiatric conditions. Since Freud, 
the concept of psychological motivation and of the 
significance of unconscious processes has influenced the 
whole of psychiatry. As a consequence, certain new 
developments may be observed: (1) In clinical psychiatry, 
there has igaeeed a psychopathology, based on 
dynamic concepts, and a aaieiees, a: on eti- 
ology; (2) on the border line between psychiatry and 
anthropology, the study of personality development in 
different cultures has Scaudeed the concept of basic 
human nature; (3) in experimental psychology, cross- 
fertilization has taken place, particularly in the field of 
clinical tests. The intimate relation between psycho- 
analysis and Rorschach’s original work was the historical 
starting point of this mutual influence; (4) in animal 
psychology, another point of contact with psychoanalysis 
exists. While at the beginning, the animal experimenters 
were on the receiving side, their experimental study of 
animals promises now an increasingly profound influence 
for the understanding and formulation of basic laws of 
organismic behaviour; (5) on medicine as a whole, the 
eiebacs of psychoanalytic concepts and methods is 
shown in a new orientation; the psychosomatic approach 
to physiology, general pathology, and therapy. Because 
of this synthetic tendency, psychiatry is rapidly losing 
its earlier extra-territorial status in medicine; (6) in 
child psychiatry, perhaps the greatest influence of psycho- 
analysis has taken place. The child-guidance movement 
has developed a liberal and experimental outlook, and 
has paved the way for the assimilation of psychoanalytic 
concepts. In therapy with children, psychoanalytic tech- 
niques have great possibilities, and this particular area 
psychiatry can exercise a preventive function, the 
cherished aim of all medical disciplines. 

The outgrowth of this sixfold scientific cross-fertiliza- 
tion is “dynamic psychiatry”. 

This is a fascinating book, which will be of interest 
not only to the specialist but, no doubt, also to the 
general medical reader. 
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Published February 27th! 





1993 Current Therapy 


(Published by W. B. Saunders Company, Philadelphia) 


places at your fingertips the best treatment known 
today for every disease you're likely to encounter! 


I. 


2. 


MA. 


With a copy of this brand new 1953 Current THERAPY on your desk, you'll have at your fingertips 





the therapeutic methods being used today by America’s leading medical authorities. Each of the 
373 physicians who contributed to this volume was selected by a distinguished Board of Con- 
sulting Editors (see below) as the man who is using the most effective treatment known to 
medical science today for the disease he writes about. 


Note that 1953 Current THeRapy is a complete reference on treatment — NOT just a collection 
of “recent advances.” It describes the management of all commonly encountered diseases — more 
than 400 of them. 


Note too, that the material in 1953 Current Tuerapy is NOT “extracted from the literature.” 
Every method recommended here is being used in practice today by the authority who describes it. 


There are more than 50 radically new treatments in this years volume (Tryptar in 
bronchiectasis, Neomycin in lung abscess, Amphojel and estrogens in urolithiasis, cortisone in 
regional ileitis, isonicotinic acid hydrazides in tuberculosis, etc.) And just as many more 
treatments have been significantly modified or refined since last year. A tremendous change 


in approved therapy! 


Howard F. Conn. Editor-in-Chief 


Editorial M. Edward Davis Hugh J. Jewett H. Houston Merritt Hobart A. Reimann 
B d Vincent J. Derbes William J. Kerr Paul A. O'Leary Cyrus C. Sturgis 
oar Garfield G. Duncan Perrin H. Long Walter L. Palmer Robert H. Williams 









Send for your copy NOW! 


By 373 American Authorities, selected by the Board of Editors shown above. 860 pages, 8” x 11”. $11.00. 


McAinsh & Co. Ltd. 
1251 Yonge St., Toronto 5 


1953 Current Therapy 
Charge $11.00 to my account ‘= 30 days 0 Easy Payment Plan ($3 per month) 


i 
| Please send me 
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BUTTERWORTHS 


MEDICAL BOOKS 
AND THE BUDGET 


We have pleasure in 
announcing that in view 
of the abolition of the 
10% Sales Tax on books 
in the recent budget, 
all BUTTERWORTHS 
MEDICAL TEXT BOOKS 
are reduced 10%. 


Send for detailed catalogue 


BUTTERWORTH & CO. (CANADA) LTD. 
1367 Danforth Avenue, Toronto 
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PROBLEMS OF LIFE 


L. Von Bertalanffy, University of Ottawa, 
Canada, Late Professor of the University of 
Vienna. 216 pp. $4.00. Watts & Co., London, 
E.C. 4; John Wiley & Sons Inc., New York, 
1952. 


The author’s “Das biologische Weltbild”, which ap- 
peared in Switzerland in 1940, has formed the basis for 
the present book. Dr. von Bertalanffy indicates that the 
views presented in this volume are based on his own 
researches, and he views basic biological problems and 
laws in the light of the “organismic” concept. He claims 
that his work in the field “dynamic morphology” shows 
that organic form is amenable to exact investigation. 
The consideration of “the organism as a physical sys- 
tem”, i.e., the theory and laws of the state characteristic 
of living systems leads from physics and_ physical 
chemistry to medicine, psychology, and philosophical 
anthropology, and from there to questions of the place 
of man in nature, of symbolism as the fundamental 
characteristic of the evolution of the human mind, of 
the relations between evolution and civilization, biology 
and history, the natural and social sciences. 


This is a thought-provoking book, which requires con- 
centrated reading, and confronts the reader with interest- 
ing vistas. 


STUDIES ON TESTIS AND OVARY 
EGGS AND SPERM 


Edited by E. T. Engle, Chairman of the Con- 
ference for the Committee on Human Repro- 
duction National Research Council. 237 PP. 
illust. $9.25. Charles C. Thomas, Springfield, 
Ill.; The Ryerson Press, Toronto, 1952. 


There are fourteen papers in this volume. Those dealing 
with the testis and sperm are of more clinical interest 
than those in which basic studies of ovary and ova are 
outlined. This edition is most useful to those engaged 
in basic research on testis and ovary, and will find its 
place on the shelves of research institutions. The practice 
of editing papers read at conferences in book form, rather 
than submitting them for publication in current journals, 
is new. The merit of such a practice will be assessed by 
time. 


POISONING 


W. F. von Oéettingen. National Institutes of 
Health, U.S. Public Health Service, Federal 
Security Agency, Bethesda, Md. 524 pp. $10.00. 
Paul B. Hoeber, Inc., New York, 1952. 


This book deals with the clinical manifestations and 
treatment of acute and chronic poisoning due to drugs 
and to toxic substances encountered in industry, agri- 
culture and the household. Following his introduction 
the author has divided his work into three main sections 
dealing with diagnosis, general management, and symp- 
toms and treatment of individual poisons. In the section 
on diagnosis, there are listed under body systems all the 
poisons which have been reported to produce any specific 
symptom. These lists are extremely detailed and, nai 
they take up one-third of the book, they do not present 
a type of information which is particularly useful. A 
number of qualitative tests for the identification of com- 
mon poisons are included here. The section on general 
management is rather inadequate. The third section deals 
with 461 individual poisons. For each poison the chemi- 
cal nature and common usage are given, followed by a 
concise and accurate description of the clinical mani- 
festations and course of: the intoxication. A short dis- 
cussion of treatment and one or more references to the 
literature complete the description. This section is very 
good. 

The main defect of -the book lies in its failure to, give 
sufficiently specific directions for treatment. Notwith- 
standing this defect, it is the best available comprehen- 
sive reference guide to the clinical manifestations of 
poisoning and, as such, is highly recommended to these 
who are interested in this subject. 


se 
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Books Received 


Epidemiological and Vital Statistics Report. Vol. V, No. 7. 
50.50. World Health Organization, Palais des Nations, Geneva; 
The Ryerson Press, Toronto, 1952. 


Expert Committee on Nursing. 2nd report. 20 pp. $0.15. 
World Health Organization, Palais des Nations, Geneva, June, 
1952. The Ryerson Press, Toronto, 1952. 


Expert Committee on the International Pharmacopeeia. Ninth 
‘eport. 33 pp. $0.25. World Health Organization, Geneva, May 
1952. The Ryerson Press, Toronto, 1952. 


Expert Committee on Environmental Sanitation. 2nd report. 
21 pp. $0.15. World Health Organization, Geneva, June, 1952. 
The Ryerson Press, Toronto, 1952. 


Expert Committee on Insecticides. Third report. 36 pp. $0.25. 
World Health Organization, Geneva, August 1952. The Ryer- 
son Press, Toronto, 1952. 


Expert Committee on Health Statistics. Third report. 54 pp. 
$0.35. World Health Organization, Palais des Nations, Geneva, 
July, 1952. The Ryerson Press, Toronto, 1952. 


Expert Committee on Drugs Liable to Produce Addiction. 
Third report. 14 pp. $0.10. World Health Organization, Palais 
des Nations, Geneva, March, 1952. The Ryerson Press, Toronto, 
1952. 


Expert Committee on Cholera. First report. 
World Health Organization, Palais des Nations, 
1952. The Ryerson Press, Toronto, 1952. 


18 pp. 
yeneva, 


$0.15. 
May, 


Official Records of the World Health Organization Execu- 
tive Board. 32 pp. $0.25. World Health Organization, Palais des 
Nations, Geneva, August, 1952. The Ryerson Press, Toronto, 1952 


Carbohydrate Metabolism. Edited V. A. Najjar. 134 pp., illust. 
$4.00. The Johns Hopkins Press, Baltimore 18, Maryland, 1952. 


Research in Endocrinology. A. A. Werner and Associates. 
285 pp., illust. Edited by A. R. Schmidt, City Editor, Belle- 
ville Daily Advocate, Belleville, Illinois, 1952. 


Progress in Neurology and Psychiatry. Edited by E. A. 
Spiegel, Professor and Head of the Department of Experimental 
Neurology, Temple University School of Medicine, Philadelphia, 
Pa. Vol. 7, 604 pp, $12.00 Grune & Stratton, New York; The 
Ryerson Press, Toronto, 1952, 


Connective Tissues. Transactions of the Third Conference, 
February 14-15, 1952, New Yark. Edited by C. Ragan, Depart- 
ment of Medicine, College of Physicians and Surgeons, Colum- 
bia University, New York. 166 pp., illust. $3.50. Josiah Macy, 
Jr. Foundation, New York 36, 1952. 


Medical Approach to Alcoholism. Second report of the Alco- 
holism Subcommittee (Who Expert Committee on Mental 
Health). Technical Report Series, No. 48, 39 pp. $0.25 Fr. 80, 
Sw. Fr. 1. Available also in a French edition. World Health 
Organization, Palais des Nations, Geneva, August, 1952. 


Physical Foundations of Radiology. O. Glasser, Professor 
of Biophysics and Head of Department of Biophysics, Cleve- 
land Clinic Foundation, Cleveland, Ohio; E. H. Quimby, As- 
sociate Professor of Radiology (Physics), College of Physicians 
and Surgeons, Columbia University, New York, etc. 581 pp., 
2nd ed. $6.50. Paul B, Hoeber, Inc., New York 16, 1952. 


Circulatory Dynamics. C. J. Wiggers, Professor of Physio- 
logy and Director, Departmnet of Physiology, School of Medi- 
cine, Western Reserve University, Cleveland, Ohio. 107 pp., 
illust. $4.75. Grune & Stratton, New York; The Ryerson Press, 
Toronto, 1952. 


The Pathogenesis and Treatment of Thrombosis. I. S. Wright, 
Professor of Clinical Medicine, Cornell University Medical Col- 
lege, New York, 78 pp., illust. $3.50. Grune & Stratton, New 
York; The Ryerson Press, Toronto, 1952. 


Clinical Progress in Cardiovascular Disease. Edited by H. 
L. Blumgart, Physician-in-Chief, Beth Israel Hospital, and 
Professor of Medicine, Harvard Medical School, Boston, Mass. 
143 pp., illust. $5.50. Grune & Stratton, New York; The Ryer- 
son Press, Toronto, Ontario. 


Pardon my Sneeze. M. Millman, Fellow American Academy 
of Allergists, Member American Academy of Allergy. 217 pp., 
illust. Frye & Smith Ltd., San Diego, California, 1952. 


Handbook of Tropical Dermatology and Medical Mycology. 
R. D. G. Ph. Simmons, Senior Lecturer at the Dermatological 
Clinic of the University of Leyden, Dermatologist in Charge at 
the Civilian Hospital, Amsterdam. Vol. I, 845 pp., illust. $15.00. 
Elsevier Press, Inc., Houston, Texas, 1952. 


Nerve Impulse. Transactions of the Third Conference, March 
3 and 4, 1952, New York. Edited by H. H. Merritt, Professor of 
Neurology, College of Physicians and Surgeons, Columbia Uni- 
versity, New York. 176 pp., illust. $3.50. Josiah Macy, Jr. Foun- 
dation, New York 36, 1952. 


Brain Surgeon. The Autobiography of William Sharpe. 271 pp. 
$3.75. The Viking Press, New York, 1952. 


Modern Trends in Infant Nutrition and Feeding. J. T. Lan- 
man, Instructor in Pediatrics, College of Medicine, New York 
University-Bellevue Medical Center. 96 pp. Sugar Research 
Foundation Inc., New York, May, 1952. 















































Two New Books from Livingstone 


THE SURGERY OF PANCREATIC 
NEOPLASMS 


By Rodney ; Smith, M.S., F.R.C.S., Surgeon, 
St. George’s Hospital, London. 


168 pages, 111 illustrations. 1953. $6.75 


“The purpose of this study is to examine the 
present position of the surgery of pancreatic 
neoplasms, a comparatively recent branch of 
abdominal surgery belonging, very properly to 
the géneral surgeon.”—From the Preface. 


ANATOMY OF THE AUTONOMIC NERVOUS 
SYSTEM 


By G. A. G. Mitchell, O.B.E., T.D., M.B., 
Ch.M., D.Sc., Professor of Anatomy, University 
of Manchester. 


1953. $10.50 


Here is a new volume of value both to anat- 
omists and to practising surgeons providing a 
lucid account of the central connections of the 
author’s peripheral dissections, partly from 
work of his own and partly out of his wide 
and discriminating acquaintance with the litera- 
ture. Superbly illustrated by Miss D. Davison. 


372 pages, 131 illustrations. 


THE MACMILLAN COMPANY OF CANADA LIMITED 
7¢ Bond Street Toronto 2, Ontario 





Important New Books 


ACUTE RENAL FAILURE 

Including the use of the Artificial Kidney. By John 
T. Maclean. $7.75. 

CLINICAL ELECTROCARDIOGRAPHY 
By Max Holzmann. $25.00. 

CLINICAL PATHOLOGY OF THE EYE 
By Bernard Samuels and Adalbert Fuchs. $24.00. 

DISEASES OF THE NERVOUS SYSTEM IN 
INFANCY, CHILDHOOD AND ADOLESCENCE 
By Frank R. Ford. $22.25. 
EGO DEVELOPMENT AND THE PERSONALITY 
DISORDERS — 

By David P. Ausubel. $12.00. 

THE ESOPHAGUS AND ITS DISEASES 
By Eddy D. Palmer. $18.00. 

GYNECOLOGY 

Edited by Robert J. Lowrie. $27.00. 


¥ SURGERY OF THE EYE 
By Meyer Wiener and Harold G. Scheie. $13.75. 
A TEXTBOOK OF HISTOLOGY 
By Harvey Ernest Jordan. $10.75. 


VISUAL ANATOMY 
Thorax and Abdomen 
By Sydney M. Friedman. $12.50. 
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News: 


JOURNAL OF 
Canadian Medical Association 


Editorial offices — 3640 University St., Montreal 2 


General Secretary’s office—135 St. Clair Ave. W., Toronto 


Subscription rates: The Journal is supplied only to 


paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 135 St. Clair Avenue West, Toronto 5, Ontario. 


Contributors: Articles are accepted on condition that 


they are contributed solely to this Journal. Material 


contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 


either in part or in whole. 


Manuscripts must be typewritten, double spaced, and 
the original copy. 


Papers should be kept below 4,000 words wherever 
possible. ‘Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 


References: in the case of a journal arrange as follows: 
author (Jongs, A.B.), title, journal, volume, page, year. 
In the case of a book: WILSON, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 


Illustrations: A limited number will be accepted. 


Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 


Reprints: May be ordered upon forms sent with galley 


proofs. 


The Editor will be glad to consider any items 
of news that may be sent in by readers. 





WY DANK 


TO A MILLION CANADIANS 





working with Canadians in 


every walk of life 
since 1817 


BAankK OF MONTREAL 


CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, net later than the fifteenth 
of the month previous to issue, 

Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. 

If a box number is requested, there will be an 
additional charge of 50c on the first advertisement 
to cover postage and handling charges. 





NOTICE.—APPLICATIONS FOR RESIDENCY IN RADIO- 
LOGY, WINNIPEG GENERAL HOSPITAL. Applications will 
be considered for training of one, two or three years beginning 
July 1st each year. Approved by R.C.P. & S. (Can.). Written 
application should be sent to: Director, Department of Radio- 
logy, Winnipeg General Hospital, Winnipeg, Manitoba. 





NOTICE.—Applications will be received for the residency in 
obstetrics and gynecology at the Royal Alexandra Hospital, 
Edmonton, up to March, 3lst, 1953. This service is available to 
those who have had two years’ post-graduate training, one year 
of which must be in obstetrics and gynecology. There are ap- 
proximately 300 deliveries per month and there are 40 gynzco- 
logical beds. The salary is $100.00 per month plus maintenance 
The service commences July 31st, 1953. Apply to Superintendent, 
Royal Alexandra Hospital, Edmonton. } 





NOTICE.—Applications for resident staff appointments in 
radiology, Royal Victoria Hospital, Montreal, are invited from 
physicians planning a career in diagnostic and therapeutic 
radiology. Full four-year programme of post-graduate training 
in the specialty includes special neurological and pediatric 
radiology in association with the Montreal Neurological Institute 
and Children’s Memorial Hospital under the diploma course of 
the Faculty of Medicine, McGill University, and use of radio- 
active isotopes. Correspondence should be addressed to the 
Radiologist-in-Chief of the Hospital. 





NOTICE. — APPLICATION FOR INTERNSHIP AT ST. 
LUKE HOSPITAL. St. Luke Hospital in Montreal will consider 
the applications of doctors requesting internship through its 
various services. St. Luke Hospital has a capacity of 456 beds 
and is approved by Canadian Medical Association and also 
approved by the American College of Surgeons; the quarters 
for interns were very recently furnished and offer first rate 
accommodation; salary $75.00 per month through the first year; 
$100.00 per month the following year. Written applications 
should be sent to Dr. Harold Tétreault, St. Luke Hospital, 
1058 St. Denis Street, Montreal, P.Q. 





NOTICE.—Approved internships now available at Marymount 
Hospital located in Garfield Heights, a suburb of Cleveland, 
Ohio. 200-bed capacity. Approved residencies in surgery, medi- 
cine and anesthesiology. Stipend $200.00 a month less $50.00 
for board. Apply to: Administrator, Marymount Hospital, 12300 
McCracken Road, Garfield Heights 25, Ohio, U.S.A. 





NOTICE.—INSTITUTE OF BASIC MEDICAL SCIENCES. 
Courses of lectures and demonstrations on anatomy, applied 
physiology and pathology are held in the institute twice a year. 
Full information concerning these courses may be obtained 
from Mr. W. F. Davis, Secretary, Institute of Basic Medical 
Sciences, Royal College of Surgeons of England, Lincoln’s Inn 
Fields, London, W.C.2. 








FOR SALE.—Radiological practice in Southern Ontario, at- 
tractive professional and business location, including residence 
and attached office, office and waiting room furnishings, with 
new modern diagnostic equipment also adapted for superficial 
therapy. Excellent education facilities available, Opportunity 
for additional consultation practice. Apply to Box 552, Canadian 
— Association Journal, 3640 University Street, Montreal, 





FOR SALE.—Burdick X85 Diathermy, slightly used, in excel- 
lent condition—$350.00. Cost new $700.00. Apply to Box 554, 
Canadian Medical Association, 3640 University Street, Montreal, 
P.Q. 





FOR SALE.—Large general practice in Saskatchewan. 
Modern 17-bed hospital. Gross income $18,000.00, Equipment for 
sale, value $2,000.00. Practice available April lst, 1953. Apply 
to Box 555, Canadian Medical Association, 3640 University 
Street, Montreal, P.Q. 





FOR SALE.—Exceptionally good unopposed practice in 
British Columbia. Excellent hospital facilities, large scope for 
surgery. Returns for 1952 much above average, books for in- 
spection. Contracts and secured income, Owner leaving to 
specialize. Amount involved is less than half of earnings in one 
year. Terms can be arranged. More details on: request. Apply 
to Box 558, Canadian Medical Association Journal, 3640 Uni- 
versity Street, Montreal. 





FOR SALE.—One McKessen Metabolator and one G. E., in- 
direct writing E. C. G., both in good working order, Will sell 
for any reasonable offer. Apply to Box 580, Canadian Medical 
Association Journal, 3640 University Street, Montreal. 





Continued on page 36 
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Hydergine 


A NEW PRODUCT AND NEW APPROACH 
TO PERIPHERAL VASCULAR DISEASES 


Investigation of a new approach to the treatment 
of peripheral vascular diseases and hypertension has 
established the practical value of hydrogenated 
ergot alkaloids. 


Development of these alkaloids in the 
Sandoz Laboratories, study of their properties 
and evaluation of their usefulness by clinicians 
are the groundwork for the therapeutic appli- 
cation of Hydergine. Hydergine is an equipro- 
portional mixture of dihydroergocornine, di- 
hydroergocristine and dihydroergokryptine as 
methanesulfonates. These substances are pro- 
duced by hydrogenation of several naturally- 
occurring alkaloids which comprise the ergo- 


toxine group. 


Pharmacology and Therapeutics: The 
exceptional value of MHydergine in vascular 
diseases rests on its ability to attack these diseases 
through several actions. Lowering of peripheral 
resistance and vasodilatation result from an inter- 


play of both central and peripheral actions: 


a.) centrally—sedative effect and dampening of 
impulses from the vasomotor center. 


b.) peripherally—adrenergic blockade (This en- 


hances the centrally-induced effects.) 
c.) vagal stimulation — resulting in bradycardia. 


By reason of the latter action Hydergine is free 
of the disadvantage which characterizes other 
adrenergic blocking agents, namely the increase in 
heart rate which accompanies the administration 


of the latter agents. 


In therapy of hypertension and/or vascular 
disease Hydergine affords a frank drop in blood 
pressure, relief of subjective symptoms and im- 
provement of peripheral and coronary circulation; 
the slowing of heart rate allows more efficient 


diastolic filling. 


In some hypertensives the benefit obtained is 
largely from improvement of cerebral blood flow, 
thereby relieving subjective symptoms (tinnitus, 
dizziness, headache, visual disturbances etc.). This 


is often as important as areduction of blood pressure. 


Specific Indications: Hypertension; 
Raynaud’s disease, acrocyanosis, frostbite; Buer- 
ger’s disease, thrombophlebitis, arteriosclerosis 


obliterans. 


Hydergine is available in 1 ml. (0.3 mg.) ampoules, 


for parenteral administration, and in sublingual tablets 


(0.25 mg.) for oral administration. 


Cartons of 6, 20 and 50 ampoules, 
Bottles of 30, 150 and 500 sublingual tablets. 


For details on Clinical Applications, please write for 


brochure: 


SANDOZ PHARMACEUTICALS 
Division of SANDOZ (CANADA) Limited 


286 St. Paul Street West, Montreal, P.Q. 





NEWS AND NOTES 


(Continued from page 310) 


The population of the United States will pass the 
160,000,000 mark before the close of 1953, Metropolitan 
Lite Insurance Company statisticians predict. Last year’s 
increase was about 2,675,000, bringing the population 
total by year’s end to more than 158,400,000. This gain, 
a result of the sustained high level ot births, a low death 
rate, and a sizable immigration, establishes a new high 
mark, exceeding the 1951 increase by a small margin. 

“It is doubtful whether a gain of equal magnitude will 
be experienced for many years to come, partly. because 
of the new restrictions on immigration,” the statisticians 
comment. “Also, some slackening in the rate of growth 
of our population must be expected in the near future 
because the young people now approaching the marriage- 
able ages are those who were born during the depression 
years when the number of births was low.” It is pointed 
out that since the census in the spring of 1950, the 
country’s population has gained about 7,275,000, a figure 
which is not much less than the combined populations 
of Chicago, Los Angeles, and Detroit. 


IMPORTED FOODS AND DRUGS 
CHECKED BY INSPECTORS 


More than 3,000 shipments of imported foods and 
drugs were examined by inspectors of the federal health 
department in the last three months of 1952, and 551 of 
these were refused entry because they did not come up 
to Canadian standards. 

The number of drug shipments failing to meet Cana- 
dian requirements was relatively higher than the num- 
ber of food shipments rejected. Out of 1,627 shipments 
of food only 56 were turned back, while 495 shipments 
of drugs were refused entry out of a total of 1,377. More 
than 650 shipments which did not meet Canadian 
standards in some minor detail were allowed to enter, 
provided that future shipments meet the requirements 
of the Canadian Food and Drugs Act. 

As the inspection service is carried on as a protection 
to the consumer, each year special attention is given in 
the pre-Christmas season to shipments of nuts in the 
shell and shelled nuts from abroad, to ensure that they 
conform to Canadian standards of cleanliness and do not 
contain excessive amounts of defective material such as 
stems, shells and other foreign substances. 

During the past three months 34 prosecutions were 
undertaken in various parts of Canada for violations of 
the Food and Drugs Act and regulations. Twenty-one 
offenders voluntarily paid their fines, and 13 were 
brought to court and paid fines and costs. 


1953 SCHOLARSHIP IN PLASTIC AND 
RECONSTRUCTIVE SURGERY 


The Foundation of the American Society of Plastic and 
Reconstructive Surgery announced the regulations of the 
Fourth Annual Scholarship Contest: 











BATTLE CREEK SANITARIUM 


86TH YEAR OF CONTINUOUS SERVICE 


A general medical institution fully equipped for 

diagnostic and therapeutic service. Close coop- 

eration with home physicians in management of 
chronic diseases. 


For rates and further information, address Box 50 
BATTLE CREEK, MICHIGAN 


THE BATTLE CREEK SANITARIUM 
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1. The contest is restricted to residents in training, and 
plastic surgeons who have been in practice no longer 
than five years. 

2. Two main prizes are offered, each consisting of a 
6 months’ plastic surgical scholarship with active assist- 
antship aan full maintenance in a number of selected 
leading services. 

3. The subject matter, of the essay must be the result 
of some original, either clinical or laboratory research in 
Plastic and Reconstructive Surgery and about 5,000 
words in length. 

4. Travelling expenses between the services in the 
United States will be allotted. 

5. A Silver Plaque or Certificate of Honorable Men- 
tion is also offered for a winning essay in Senior Classifi- 
cation to contestants active in practice of Plastic and Ke- 
constructive Surgery for more than five years. 

6. Manuscripts will not be accepted by the Award 
Committee after August 1, 1953. 

For further information write to the Award Committee, 
c/o Jacques W. Maliniac, Chairman, 30 Central Park 
South, New York, 19, N.Y. 


The following candidates were successful in the recent 
examinations of the Royal College of Physicians and 
Surgeons of Canada. 

Division of Medicine—Aikenhead, D. E., Brantford, 
Ont.; Atkins, A. S., Toronto; Balakrishnan, T., Toronto; 
Beck, J. C., Montreal; Bernier, J., Montreal; Bell-Irving, 
R. W., Toronto; Bogoch, A., Philadelphia, Pa., U.S.A.; 
Brownell, E. G., Winnipeg; Bryans, A. M., Kingston, 
Ont.; Clute, K. F., Baltimore, Md., U.S.A.; Cole, J. E. C., 
Toronto; Crawford, J. S., Toronto; De Pape, A. D. J., 
Montreal; Dion, G., Rimouski, Que.; East, E. N., Win- 
nipeg; Gelinas, R., Cartierville, Que.; Gold, M. M. A., 
Montreal; Green, P. T., Winnipeg; Guay, J. M., Quebec; 
Gunton, R. W., Toronto; Hunt, T. E., Regina, Sask.; 
Julien, P. P., Montreal; Koyl, L. F., Toronto; Lamont- 
Havers, R. W., New York, N.Y., U.S.A.; Letienne, R., 
Montreal; Longtin, L., Outremont, Que.; Martin, J. R., 
Montreal; Millar, O. B., York Mills, Ont.; Morse, W. I., 
Halifax; Murphy, R. J. F., Montreal; Nickerson, G. H., 
Montreal; O’Brien, M. J., Toronto; O'Sullivan, P. M., 
Toronto; Pace, W. E., London, Ont.; Park, A. M., 
Toronto; Place, R. E. G., Hampstead, Que.; Polson, J. S., 
Montreal; Rogers, B. T., Hamilton, Ont.; a 
A. M., Toronto; Rusted, I. E., St. John’s, Newfoundland; 
Sharp, W. L., Vancouver; Sharp, A. S., Toronto; Sibley, 
J. C., Hamilton, Ont.; Smiley, R. K., Ottawa; Thomson, 
A. E., Winnipeg. 

Division of Surgery—Bean, J. L. McD., Toronto; 
Beattie, W. G., Ottawa; Bell, D. M., Edmonton, Alta.; 
Blagdon, J., Montreal; Bourne, H. B., Montreal; Brochu, 
F. L., Montreal; Bryans, F. E., Toronto; Callahan, W. 
P., Toronto; Caouette, M., Quebec; Charlton, W. J., 
Vancouver; Cram, R. W., Saskatoon, Sask.; Crassweller, 
P. O., Toronto; Dobson, T. A., Lamont, Alta.; Girard, 
G., Quebec; Glass, L. $., Camp Borden, Ont.; Gosselin, 
J., Bronx, N.Y., U.S.A.; Grossman, H. J., Toronto; Hyde, 
R. W., Randolph Field, Texas, U.S.A.; Johnston, R. J., 
Chicago, Ill., U.S.A.; Kergin, A. J., Vancouver; Kinch, 
R. A. H., Toronto; Lafond, P. G., Montreal; Lawson, F. 
L., Kingston, Ont.; Lessard, J. M., Quebec; Locke, J. 
C., Montreal; Lumsden, W. F., Owen Sound, Ont.; Mac- 
Beth, R. A. L., Edmonton, Alta.; McCracken, W. J., 
Toronto; MacKinnon, K. J., Montreal; MacNab, L, 
Toronto; MacPherson, R. H., Saskatoon, Sask.; Marshall, 
W. D., Victoria, B.C.; Owen, H. F., Montreal; Prevost, 
Y., Montreal; Rankine, J. A., Lakewood, Ohio, U.S.A.; 
Raxlen, A., Toronto; Rease, L., Montreal; Rinfret, G., 
Montreal; Robinson, C. L. N., Vancouver; Rosen, H. J., 
Montreal; Routley, E. F., Saskatoon, Sask.; Rublack, A. 
E., Regina, Sask.; Ruddick, D. W. H., Montreal; Savoie, 
E., Montreal; Shirley, S. Y., Ottawa, Ont.; Shugar, J. L., 
Montreal; Siddall, J. R., Sterling, Ill., U.S.A.; Simard, 
J. E., Chicoutimi, Que.; Simard, L. P., Chicoutimi, Que.; 
Smith, H. A., North Vancouver, B.C.; Tauber, A. S., 
Windsor, Ont.; Taylor, C. W., Calgary, Alta.; Thibault, 
J. P., St. Jéréme, Que.; Thompson, A. G., Westmount, 
Que.; Venne, J. P., Montreal; Virtue, J. A., Montreal; 
Walker, A. J., Drumheller, Alta.; Wallis, H. M., Brace- 
bridge, Ont.; Wilkinson, G. W., Port Hope, Ont. 


(Continued on page 72 of the advertising section) 
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NEWS AND NOTES 
(Continued from page 70 of the advertising section) 


Arrangements have just been completed for a test in 
Canada of gamma globulin, which is being experimented 
with in the United States as a protection against paralytic 
poliomyelitis. 

Production of gamma globulin in Canada will be 
handled by the Connaught Medical Research Labora- 
tories, Toronto, which has scientists familiar with the 
complex processes involved in the preparation of this 
substance. Special equipment is required, and this is 
being obtained in time to permit the preparation of an 
initial quantity for the early summer. A grant ot $67,000 
from federal public health research tunds has been 
allotted to buy the equipment. 

Gamma globulin is obtained from human_ blood 
plasma, with a pint of blood required to provide a 
single dose of gamma globulin. The amount available this 
year will not be large because of the limited number of 
skilled personnel for the complex production job and the 
limited amount of the special production equipment 
which must be imported trom the United States. 

To obtain the most expert opinion on gamma globulin, 
a conference of provincial public héalth and research 
experts was held in Ottawa recently under the chairman- 
ship of Dr. G. D. W. Cameron, federal deputy minister of 
health. This group recommended that clinical trial of 
gamma globulin, using the limited supplies which will be 
available, be carried out in certain areas of Canada as 
indicated by the number of polio cases which develop. 

The conference also recommended that a_ standin 
committee consisting of representatives of provincia 
public health and research institutions and medical 
schools be set up. This committee is now being formed, 
and its main function will be to keep constantly in touch 
with the polio situation and to assure the most effective 
distribution of the limited supply of gamma globulin to 
be available. 
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Shere is 


Never to be wrong—a principle of the medical 
profession. Where accuracy of judgment pre- 
cedes all else, it is to be expected that the “tools 
of the trade”—microscopes, for example—must be 
accurate beyond description. 

In his favourite pastime, too, the Doctor looks 
for unerring precision. For the best in fine 


ae Photography, he chooses 
a ; 


LEICA — the’ world’s 


finest camera. 


For literature write 


made /E.LEITZ\ 
by \WEFZIAR/ 431 YONGE ST., TORONTO 
Authorized Canadian Distributors 
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U.S. MEDICAL TEAM GOING TO INDIA 


Fifteen medical scientists, including two Nobel Prize 
winners, will go to India early in February under the 
joint sponsorship of the World Health Organization and 
the Unitarian Service Committee, to exchange the latest 
medical knowledge with Indian physicians, medical 
educators and public health specialists in Madras and 
Bombay, it was announced today. 

This visiting team of doctors is being sent at the re- 
quest of the Ministry of Health of India. It is the fifth 
such overseas health project in which the Unitarian 
Service Committee has co-operated with the WHO. 

The visiting medical team, whose purpose is to share 
the best and most advanced medical knowledge available 
in their respective nations with the health leaders of 
India, will work in Madras with their medical counter- 
parts at Madras Medical College, Stanley Medical Col- 
lege and the Missionary Medical School. In Bombay, the 
visiting scientists will be at the Grant Medical College; 
the Seth G. S. Medical College, Parel, Bambay; and the 
Tapiwala National Medical College. 


LABORATORY COURSE IN 
MEDICAL MYCOLOGY 


The Department of Bacteriology and Immunology, 
McGill University, Montreal, offers a course of three 
weeks’ duration in Medical Mycology starting June 29, 
1953. The course will consist of lectures and practical 
laboratory work conducted by Dr. F. Blank. It will 
comprise an introduction to general mycology, mycologi- 
cal techniques and the study of fungi causing diseases 
in man and animals. The facilities of the laboratory will 
be available to students the entire day. The class will 
be limited to sixteen persons. Further information can 
be obtained by writing to Professor E. G. D. Murray, 
Department of Bacteriology and Immunology, McGill 
University, 3775 University Street, Montreal, Que., be- 
fore May 1, 1953. 


MYASTHENIA RESEARCH FOUNDATION 


The Myasthenia Gravis Foundation was incorporated 
in New York State in November, 1952, to back research 
into the causes and cures of myasthenia, a neurological 
disease characterized by extreme muscular weakness. A 
meeting in New York in December of 25 physicians, two 
of them from Canada, took preliminary steps to establish 
a medical board for the allocation of research funds. 
Henry R. Viets, M.D., neurologist, Massachusetts Gen- 
eral Hospital, retired, and said to be the dean of my- 
asthenia research in the United States, was made chair- 
man of the medical board. Serving with him as an 
interim executive committee until the selection of a full 
medical board in June, 1953, are: Pearce Bailey, M.D., 
Washington, D.C.; David Grob, M.D., Baltimore, Md.; 
H. Houston Merritt, M.D., New York, N.Y., and Herbert 
Schwarz, M.D., University Clinic, Royal Victoria Hos- 
pital, Montreal, Canada. 


NEW MANUAL ON DIET RESTRICTIONS 


The American Heart Association and its affiliates have 
issued a new, comprehensive diet handbook, “Food For 
Your Heart,” for use by physicians in the dietary manage- 
ment of heart patients. The manual incorporates nine 
diets, sample menus, and the latest information on nutri- 
tion and heart disease. The manual dispels many mis- 
understandings about reducing and special diets, and 
makes clear the reasons why only physicians should pre- 
scribe such diets for patients. Dr. Fredrick J. Stare, 
Chairman of Nutrition, Harvard School of Public Health, 
headed a special committee which supervised the prep- 
aration of the handbook. ; 

The diet manual may be obtained by laymen from 
affiliated heart associations only on doctor’s prescription, 
at twenty-five cents per copy. It will also be distributed 
to physicians, nutritionists, nurses, dieticians, health 
departments, and hospitals. While the American Heart 
Association does not endorse any specific low sodium 
foods or salt substitutes, the book lists for the con- 
venience of both doctor and patient, a number of 
national manufacturers of low sodium products. 


(Continued on page 74 of the advertising section) 
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When you choose 


LIEBELFLAROHEIM DIATHERMY 


you get every convenience and advantage 
you'll need or want! 

















Outstanding as an example of the specialized 
electronic apparatus used extensively in 
modern medicine is the Liebel-Flarsheim 
Short-Wave Diathermy. The high frequency 
energy generated by this apparatus and 
directed through appropriate applicators, 
reaches deeply into the body tissues to pro- 
duce pain-relieving hyperemia. 






When you choose 


LIEBELFLARSHEIM 
SHORTWAVE DIATHERMY.. 


You get unrestricted selection of appli- 
cators and time-saving techniques that 
go hand-in-hand with patient comfort 








p — Proved Performance 
L — Complete Flexibility 
U — Time-saving Convenience 


S 


— Attractive Appearance 


Liebel-Flarsheim Diathermy is designed 
and manufactured exclusively for the 





Medical profession. You'll see it in hos- : ke 

pitals, clinics and Doctors’ offices. That's > Se Wi 1, ; — 

where it belongs because that’s where Th A LY ee i LUM W 

it will be properly used. The L-F trade- , 

mark is the hallmark of quality and 261 Davenport Rd. Toronto 5 

dependability in electromedical and Exclusive distributors for 

electrosurgical apparatus. Liebel-Flarsheim Electro-Surgical and Diathermy Equipment 

Keleket X-Ray Corp. Sanborn Co. Diagnostic Equipment 

Complete literature will be sent on request. Moncton ¢ Quebec ¢ Montreal ¢ Winnipeg « Regina ¢ Calgary « Edmonton ¢ Vancouver 


Just write or telephone any office 


of this company. Tested and approved 
by Approval Laboratory 
' Division of C.S.A. 
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is preferred by more 
anesthetists than 

any other CO: absorbent 
on the market 


SODASORB'S overwhelming acceptance by the 
profession is based on actual performance. 
Its high absorbent power is a direct result of 
its unique, coral-like granular structure. Each 
knobby, porous granule presents maximum 
absorption area — no flat surfaces to stack 
and block intergranular circulation of gases. 

SODASORB has long shelf life. It is free 
from unpleasant odors and objectionable 
heating. It is safe, stable and highly resistant 
to dusting and breakage. Despite its 
acknowledged superiorities, SODASORB costs 
no more to use. 


DEWEY and ALMY Chemical Company of Canada, Ltd. 


Méntreal 32, P.Q. 


ARTIFICIAL LIMBS 


it is our policy to consult Sur- 
geon before soliciting patient. 


Specializing on light Dural 
Metal and English Willow 
Limbs worn without Shoulder 
straps. 


Improved and_ successful 
method in fitting short thigh 
stumps and hip disarticulations. 


Personal training given to 
patients in the use of Hanger 
Limbs. 


BELTS, LEG BRACES 
Treatise on amputations. 


Catalogue and demonstration given 
on request. 
J. E. HANGER OF CANADA 
Limited 
Head Office 
established 1861 


38 CAMDEN STREET, TORONTO 
Phone EM. 4 - 5797 


1409 CRESCENT ST., MONTREAL 
Phone LA. 9810 
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NEWS AND NOTES 
(Continued from page 72 of the advertising section) 


CANADIAN ARTHRITIS AND 
RHEUMATISM SOCIETY 


This Society was organized four years ago and the 
amount of progress adieved in that time is quite re- 
markable. There are now eight provincial divisions. 
Twelve university scientific departments participate in 
research on arthritis. There are 30 fully organized 
arthritis clinics at out-patient departments; in addition 
physiotherapy service units have been pioneered in many 
other hospitals. Forty-four mobile physiotherapy units 
are on the job and lastly, but not least, 24 physicians 
have been provided with postgraduate fellowships during 
these four years. 


During 1952, 4,987 patients received 55,000 individual 
treatments and consultations through Society operated 
mobile units and sponsored clinics. Impressive though 
this growth appears, it has but scratched the surface. 
This is a part of the challenge of the 1953 campaigns, 
which have been whihaled by the Divisions and 
Branches. Increased objectives for almost every Division 
and Branch mean that more workers and more contri- 
butions are needed in 1953 to maintain and expand the 
Society’s vital services. 


THE CURRENT STATUS OF 
ISONIAZID IN THE TREATMENT 
OF TUBERCULOSIS 


A REPORT OF THE COMMITTEE ON THERAPY 


A previous report of this committee* mentioned the 
use of isoniazid in the treatment of tuberculosis and 
called attention to the fact that isoniazid-resistant 
tubercle bacilli appeared rapidly when this drug was 
used alone. Subsequent studies have confirmed this ob- 
servation. Other studies suggest that the emergence of 
isoniazid-resistant strains of tubercle bacilli may be pre- 
vented or delayed by the concurrent administration of 
streptomycin or p-aminosalicylic acid (PAS) or both. 
For these reasons, patients should not be treated with 
isoniazid alone. Further studies are needed to determine 
which combination of drugs will be most effective. In 
the meantime, if isoniazid is used, streptomycin or PAS 
or both should be given concurrently. 


This committee is collecting reports of toxic reactions 
to isoniazid. Preliminary data emphasize the frequency 
of central nervous system effects, some of which are 
serious. The reactions vary from simple hyperreflexia to 
acute psychoses of the manic type. These reactions occur 
more frequently in patients with previous cerebral dis- 
ease and idiopathic epilepsy. There is some experimental 
evidence that they might be prevented by the concurrent 
administration of phenobarbital. Allergic reactions have 
also been reported and may be manifested as dermatitis, 
chills and fever, purpura, arthralgia, or asthma. Albumin- 
uria and microhematuria have been common, but not 
serious. Hepatic damage has been detected in only a few 
instances. No serious blood dyscrasia has yet been re- 
ported. 

Iproniazid appears to be even more toxic than isoniazid 
and is still available for experimental use only. 


In view of the toxicity of isoniazid and the uncertainty 
about the control of isoniazid-resistant strains of tubercle 
bacilli, this committee still recommends the use of strep- 
tomycin two or three days a week and PAS several times 
a day as the chemotherapy of choice in the treatment of 
most patients with tuberculosis. ; 


David T. Carr John B. O’Connor 
C. A. Castle Karl H. Pfuetze 
J. Maxwell Chamberlain Carl W. Tempel 
Nicholas D. D’Esopo William B. Tucker 
Robert H. Ebert, Chairman 


*Developments in antimicrobial therapy of tuberculosis. A 
statement prepared by the Committee on Therapy, Am. 
Rev. Tuberc., 66: 251, 1952. 
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NEWS AND NOTES 
(Continued from page 74 of the advertising section) 


MONTREAL COUNCIL OF 
SOCIAL AGENCIES 


“Alcoholism” is the title of a pamphlet just published 
by the Montreal Council of Social Agencies. It is the 
report of a committee of the Health Section of the 
Council which has inquired into the extent of alcoholism 
in Montreal and the facilities available for the care and 
treatment of problem drinkers. 

Questionnaires which were sent to representative 
firms, hospitals, social agencies and other groups are the 
basis of the study. The conclusions reached indicate 
alcoholism is an important health problem and _ that 
facilities for prevention, treatment and rehabilitation of 
alcoholics are inadequate. The report recommends 
definite steps to be taken to improve this situation in 
Montreal; among them the establishment of an informa- 
tion and coordinating centre. 

Copies of the 16 page pamphlet may be obtained at 
a cost of .25c from the Montreal Council of Social 
Agencies, 1040 Atwater Avenue, Montreal 6, Quebec. 


CONGRESS FOR MICROBIOLOGY 


The Sixth International Congress for Microbiology is 
being held in Rome, Italy, September 6 to 12, 1953. 
Topics of general interest will be presented at the 
plenary sessions. Symposia are planned on, bacterial 
cytology, microbial metabolism, nutrition and growth 
factors, growth inhibitors and chemotherapy, morphology, 
biology and systematics of the actinomycetales, and host- 
virus interactions. 

Individual papers may be presented in the 21 sec- 
tions which cover all phases of microbiology. Those 
wishing to present papers should submit abstracts of 
not more than 500 words before April 30, 1953. Titles 
and abstracts may be sent directly to the Congress 
Secretary, Instituto di Igiene “G. Sanarelli”, Citta Uni- 
versitaria, Rome, Italy, or to Dr. N. E. Gibbons, Secre- 
tary, Canadian Society of Microbiologists, Division of 
Applied Biology, National Research Council, Ottawa 2, 
Ontario. The preliminary program of the Congress, 
re aes forms, etc., may also be obtained from Dr. 
Gibbons. 
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NEW WHO DIRECTOR-GENERAL 


Dr. Marcolino Gomes Candau (Brazil), at present 
Assistant Director of the Pan American Sanitary Bureau 
in Washington, which is also the Regional Office for the 
Americas of the World Health Organization, has been 
nominated by the WHO Executive Board to fill the post 
of Director-General of WHO in succession to Dr. Brock 
Chisholm, whose 5-year term of office expires on July 21 
next. 

According to the Constitution of WHO, the Director- 
General is appointed by the World Health Assembly on 
a single nomination by the Executive Board. The name 
of Dr. Candau will now go before the Sixth World Health 
Assembly, which opens in Geneva on May 5 next. 

Before taking up his appointment with the Pan 
American Sanitary Bureau in March 1952, Dr. Candau 
served for two years at WHO Headquarters in Geneva, 
first as Director of the Division or Organization of Public 
Health Services and afterwards as Assistant Director- 
General in charge of the Department of Advisory 
Services. : 

Born in Rio de Janeiro, Brazil, in 1911, he completed 
his medical studies at the School of Medicine of the 
State of Rio de Janeiro and the School of Hygiene and 
Public Health of the Johns Hopkins University, Balti- 
more, Md., U.S.A. Before joining the World Health 
Organization, Dr. Candau was Superintendent of the 
“Servico Especial de Satide Publica” (S.E.S.P.) a co- 
operative public health program of the Brazilian Govern- 
ment and the Institute of Inter-American Affairs. 


U.S. GOVERNMENT ACTION 
AGAINST ARTHRITIS 


Last spring the United States Congress voted 3% 
million dollars to the United States Public Health Service 
to be used by the “National Institute for Arthritis and 
other Metabolic Diseases”, now being created at 
Bethesda, Md., under the direction of Dr. Joseph J. 
Bunim, formerly chairman of the Medical Advisory 
Committee of the New York Chapter of the Arthritis and 
Rheumatism Foundation. The Institute will conduct 
intra-mural clinical and scientific research in the rheu- 
matic diseases, and will support extra-mural research 
and teaching in arthritis at American Medical Schools. 
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